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EN THE DESIRE COMET 
IT IS ATREL OF LIFES 


“SHE NURSED ME WHEN I WAS SICK” 


“GHE NURSED ME when I was 
sick.” How often the public health 
nurse—or any nurse for that matter— 


has been introduced to neighbors and 


friends in just this way. As a letter of 
introduction it has no peer. I wonder if 
any nurse has been presented as the 
nurse who “persuaded me to get Mary 
vaccinated” or “encouraged me to drink 
milk to make baby’s teeth strong.”” Men- 
tion is seldom made of these important 
by-products of a bedside nursing visit, 
although many helpful things may have 
been learned by the family. 

“Care when I am sick and need it.” 
This opens a door to the public health 
nurse. It makes her suggestions accept- 
able. It gives reason to her instructions. 
It makes her a “doing” friend and not a 
“talking” one. It justifies her existence 
to both rich and poor. 

Urban communities have long been 
accustomed to the nurse who comes to 
their home and cares for them while they 
are sick. Rural communities have not. 
City dwellers have provided funds for 
public health nurses and been receptive 
to their services. Country folk have 
been slow to do so. Can it be that the 


psychology of the farmer’s family is so 
different from that of his city cousin? Or 
have we failed to meet his need and thus 
kept the door closed to the other health 
services which would make his life hap- 
pier? 

Evidence shows that the gross illness 
rate is approximately the same in the 
country as in the city. Yet there is 
only one public health nurse to 11,000 
population in rural areas, compared with 
one to 5000 population in the cities. Few 
of these are giving bedside nursing care. 
Can the average man have confidence in 
a service which tells him what to do 
when he is well but refuses aid when he 
is sick? 

It is quite obvious that one nurse in a 
county of avérage size cannot possibly 
carry on an adequate bedside nursing 
program. Long distances to travel, bad 
roads, and the many other pressing 
problems make it impossible. Such 
nurses have wisely confined their ser- 
vice to the sick-abed to procuring med- 
ical care and teaching the family to give 
the necessary nursing care. This can- 
not be considered adequate, however, by 
either the nurse or the community. The 
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goal should be nursing care for all those 
who are sick in their homes, at a price 
which the family can afford to pay—not 
only to relieve suffering and prevent 
death but to open the door for other 
health educational services. 

“T believe,” said Dr. Thomas Parran, 
Surgeon General of the U. S. Public 
Health Service, “that we could and 
should wipe out the lines of demarcation 
between the public health nurses who 
restrict themselves rigidly to conversa- 
tion and demonstration and the visiting 
nurses who care for the sick and attempt 
to educate by example as well as by 
precept. ... In the rural areas, I see no 
way by which these needed services can 
be given except through public funds.”’* 

The National Organization for Public 


*Parran, Thomas. ‘Public Health Nursing 
Marches On.” Puspric NURSING, 
November 1937, p. 617. 
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Health Nursing has always recognized 
the importance of bedside nursing care 
in the public health nursing program. 
The survey committee recommended in 
1934 that “the educational potentialities 
of bedside service be emphasized and de- 
veloped much further, with the staff 
nurse feeling this as one of her major 
responsibilities.”** Now, in 1938, the 
N.O.P.H.N. hopes that skillful bedside 
nursing care in the home may be avail- 
able to all those who need it, in the 
country as well as in the city, and that 
the public health nurse will, through her 
peculiar ability to relieve suffering, con- 
tinue to be what Dr. Parran calls her— 
“the spearhead of the whole public 
health movement.” ¥.5. 


**National Organization for Public Health 
Nursing. Survey of Public Health Nursing. 
The Commonwealth Fund, New York, 1934, 
SI. 


WHEREVER TROUBLE STRIKES 


“"T HE OHIO has passed flood stage 

up river and is still rising . . . It 
looks like trouble. The Red Cross dis- 
aster chairman is coming here shortly to 
talk with me and is calling his workers 
for a meeting at one o’clock.”’ 

With these words, spoken by a rural 
health officer, there is introduced in a 
recent novel* one of the most vivid 
descriptions ever written of a flood dis- 
aster and the work of the American Red 
Cross in relief and rehabilitation. Al- 
though the book is written to give high 
school girls a picture of public health 
nursing, the chapters on the flood should 
be required reading for every adult who 
questions the need for disaster work or- 
ganized under competent and experi- 
enced leadership. 

Especially graphic is the part of the 
nurse in the disaster—a part which, 
multiplied with many variations, would 


*Deming, Dorothy. Penny Marsh: Public 
Health Nurse. Dodd, Mead and Company, 
New York, 1938. 


tell the epic of 3624 nurses in the Ohio- 
Mississippi flood; the epic of nurses in 


every flood and disaster! Nurses, more 
than perhaps almost any other group, 
are aware of the need for effective, well 
organized medical and nursing super- 
vision in order to avert epidemics, care 
for the sick and injured, and prevent 
further illness. 

Aid was given by the Red Cross last 
year to 93,000 persons following floods, 
storms, fires, and other disasters. And 
the Red Cross disaster program is only 
one of its many activities for the pro- 
tection of life and health. Its day-by- 
day work in the teaching oi first aid, life 
saving, accident prevention, and home 
nursing; its public health nursing ser- 
vices throughout the country; its con- 
tinued service to war veterans in gov- 
ernment hospitals; its volunteer pro- 
grams in communities from coast to 
coast—all of these will, we know, receive 
the support of every public health nurse. 


The Rationale of Pneumonia Nursing Care 


By ALEXANDER D. LANGMurIrR, M.D. AND Emma H. MacCuesney, R.N. 


Absolute rest is the basic law of pneumonia nursing 
care, and the public health nurse should demonstrate 
to the family how to conserve the energy of the patient 


VERY SIMPLE, common-sense 
A principle guides the nursing care 
of a pneumonia patient. This 
principle is to provide complete rest so 
that the dangerously overtaxed body 
functions are aided in their desperate 
effort to combat the infection. Absolute 
rest must be the basic law of all nursing 
care, and every resource must be con- 
served in order that the  patient’s 
strength will not be exhausted before 
his body can overcome the infection. 
Only by understanding a disease, its 
symptoms, clinical course, etiology, com- 
municability, and methods of preven- 
tion and treatment can the public health 
nurse give the most effective service. 
It is assumed that graduate nurses al- 
ready possess a general knowledge of 
nursing procedures which can be ap- 
plied to the care of any acutely ill per- 
son. The aim of this discussion is, 
therefore, to indicate the specific rea- 
sons why provision of absolute rest is 
the chief requisite of care for pneu- 
monia patients. The more specific de- 
tails of nursing care for the pneumonia 
patient have been carefully outlined in 
the Handbook on the Nursing Care of 
Pneumonia,* which is available to all 
nurses. 
Keeping in mind that pneumonia 


*Handbook on the Nursing Care of Pneu- 
monia. Circular No. 19, issued by the Bureau 
of Pneumonia Control, Division of Communi- 
cable Diseases and the Division of Public 
Health Nursing, New York State Department 
of Health, Albany, 1936. Single copies may 
be obtained free of charge upon request from 
the Metropolitan Life Insurance Company, 1 
Madison Avenue, New York, N. Y. 


nursing procedures are designed to com- 
bat certain very specific functional dis- 
turbances resulting from the inflamma- 
tory process in the lung, let us examine 
the clinical picture for the rationale of 
our nursing conduct in pneumonia. 


SYMPTOMS OF THE DISEASE 


Pneumonia is an acute infectious dis- 
ease characterized by inflammation and 
edema of the lungs. The common 
symptoms are chill, fever, pain in the 
chest, cough with rusty or blood- 
streaked sputum, dyspnea, rapid pulse, 
cyanosis, prostration, and delirium. 

All of these symptoms comprise a re- 
lated group; separately and together 
they represent the outward signs of the 
very serious disturbance of normal func- 
tion. None is absolutely diagnostic of 
pneumonia. There are other conditions 
such as pulmonary infarct or coronary 
thrombosis which may cause like symp- 
toms. It is important to emphasize that 
any one of them probably indicates the 
existence of serious disease—something 
more than just a “bad cold.” 

During the first few days of the dis- 
ease, patients may not always be desper- 
ately ill. In fact, cases of “walking 
pneumonia” are quite common. Patients 
are frequently discovered to have pneu- 
monia when they visit clinics or phy- 
sicians’ offices. 

In many instances, pneumonia de- 
velops a few days after the onset of a 
cold, the grippe, or bronchitis. The on- 
set is most commonly a shaking chill, 
frequently occurring after exposure to 
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inclement weather, or in the presence of 
some such predisposing factor which 
lowers the body’s usual resistance. The 
chill may be mild or severe and is usual- 
ly followed by mounting temperature 
and sweating. Occasionally the onset is 
a pleuritic pain or it may occur insidi- 
ously with fever and no other symptoms. 


COURSE OF THE DISEASE 


As each day passes, however, the 
symptoms become more acute. The 
temperature rises, often reaching 105°F. 
or higher. The pulse increases propor- 
tionately and the respirations become 
shallow and rapid. The cough becomes 
more persistent and may be accom- 
panied by pain. The sputum is tena- 
cious, difficult to raise and expectorate. 
An anxious air-hungry expression fre- 
quently appears on the face. The lips 
and nail-beds may become blue. Often 
the patient becomes prostrated and 
even delirious. 

After approximately a week of such 
acute symptoms—if the patient has 
been able to withstand the infection 
that long—improvement is likely to oc- 
cur. The change for the better can come 
in two general ways, by crisis or by 
lysis. The crisis is one of the most 
dramatic phenomena in all of clinical 
medicine. It is easy to understand 
why it is so frequently considered a 
miracle, a visitation of divine provi- 
dence; for at the height of his illness, 
without apparent reason, the patient 
suddenly starts to improve. The tem- 
perature falls in a few hours, perhaps 
to the normal. The pain, dyspnea, 
cough, and delirium disappear or are 
greatly relieved. The struggle for life 
seems to be won. The patient usually 
falls into a deep, prolonged sleep. It 
may appear as though he were in shock. 
Although long days of convalescence are 
still to come, and complications may 
still develop, recovery usually begins 
with the crisis. 

Not all cases which recover terminate 


PUBLIC HEALTH NURSING 


Vol. 30 


by crisis. In many, the temperature 
starts to fall slowly, a degree or two a 
day, until it reaches normal. This grad- 
ual improvement is known as lysis. 


WHAT HAPPENS TO THE BODY 


It is inevitable that such an acute 
picture must be the outward reflection 
of serious disturbance of normal fune- 
tion within. 

When the inflammation involves the 
pleura, the nerves in this smooth mem- 
brane surrounding the lung become ir- 
ritated. The pleuritic pain which re- 
sults is frequently excruciating. It is 
aggravated by breathing because the 
roughened and irritated surface is drawn 
against the chest wall and the respira- 
tions become dyspneic and grunting. 

During acute infections of this nature 
the burden of work upon the heart is 
also greatly increased, and the addition- 
al load implied in any physical effort 
must not be permitted when good nurs- 
ing care can so easily reduce this un- 
necessary work. 

The high fever, rapid respirations, 
and profuse sweating cause the patient 
to lose large quantities of body fluids, 
and this, coupled with loss of appetite, 
nausea, and exhaustion, result in a 
severely dehydrated condition. The 
mouth, tongue, and throat may become 
parched; herpetic vesicles appear on the 
lips; and sordes of old tenacious sputum 
and food collect on the lips and mem- 
branes of the mouth The resulting dis- 
comfort increases the loss of appetite 
even for fluids. 

In the more seriously ill patients, ab- 
dominal distention often develops. This 
is usually more marked in cases compli- 
cated by bacteremia. The best efforts 
of the physician and nurse will be 
needed to control it, for by exerting 
pressure on the lungs it adds greatly to 
the respiratory embarrassment already 
present. Nourishment and fluids are 
taken with difficulty, and the patient’s 
discomfort becomes marked. Frequent- 
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ly the relief of such distention can be 
accomplished only through _ specific 
therapy which relieves the pneumonia 
itself. Relief of distention (due to un- 
satisfactory daily elimination) is of 
course in the province of the nurse, 
acting as always under the orders of the 
attending physician. 

When pneumonia spreads to involve 
a whole lobe or several lobes, as it quite 
frequently does, a considerable portion 
of the lung is filled with exudate and 
the normal process in which the waste 
carbon dioxide of the blood is replaced 
by a fresh supply of oxygen is interfered 
with. Even during sleep, oxygen is 
needed to carry on the normal function 
and repair of the body. The slightest 
effort increases the total metabolism of 
the body and results in a greater de- 
mand for oxygen. Each degree of fever 
alone raises the metabolism some 7 per- 
cent. When the vital task of supplying 
this oxygen to the blood is severely in- 
hibited by the condition outlined above 


and the supply is too low for the pa- 
tient’s need, then all conceivable means 
must be employed to conserve it. Body 
processes must go on. Therefore, physi- 
cal effort of any kind must be restricted 
so that the oxygen which the patient 
needs will not be used unnecessarily. 


THE BODY’S DEFENSES 


Crisis or lysis is an indication that the 
defenses of the body—which are the an- 
tibodies in the tissues and the blood, the 
white blood corpuscles, and other tissue 
cells of like function—have succeeded in 
controlling the infection. It is known 
that in pneumonia as in most infectious 
diseases, the blood of a patient after re- 
covery usually shows immune sub- 
stances specific for the organism which 
caused the infection. But it usually re- 
quires a week or more after onset before 
the body can produce these antibodies 
in sufficient quantity to combat the dis- 
ease. Unfortunately, only too often the 
infection is so overwhelming that the 
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patient does not have sufficient strength 
to survive until his tissues can produce 
sufficient antibodies. And unless bor- 
rowed antibodies in the form of serum 
are available and are given early enough, 
he may succumb to the infection. 


REST—KEYNOTE OF NURSING CARE 


The patient who reflects the above 
picture is not in a condition conducive 
to rest. Every one of his symptoms is 
exhausting in the extreme. Every one 
can be greatly relieved by skilled nurs- 
ing care judiciously applied under com- 
petent medical supervision. 

The provision of rest for pneumonia 
patients means complete rest of the 
mind and body. The patient should not 
be allowed to do anything—not even to 
raise a glass of water to his mouth or 
to turn himself in bed. This requires, 
on the part of the nurse, constant, sym- 
pathetic, and observant attention. She 
must know how to anticipate wants al- 
most before they arise. Good oral care 
and washing of the face and hands are, 
for example, simple things, which can 
contribute greatly to the patient’s com- 
fort. Rest for the patient means hard 
work for the nurse. 

The object, of course, is to have the 
patient sleep. Every effort should be 
directed toward this end. It seems al- 
most criminal to wake a pneumonia pa- 
tient for anything, except perhaps serum 
administration or possibly some other 
major procedure of an emergency na- 
ture. The giving of nourishment and 
fluids, the bath, and the change of bed 
clothes, though necessary, are all of 
secondary importance to the rest the pa- 
tient receives while sleeping. As a mat- 
ter of fact, it is seldom that a pneumonia 
patient sleeps soundly, so that almost 
never is the nurse unable to find a time 
when he is awake to do her routine care. 

The general medical treatment of 
pneumonia, in which the nurse is indis- 
pensable to the doctor, is also designed 
for the patient’s comfort. The physician 
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may order alcohol rubs for fever; local 
heat or a chest binder for pain; medi- 
cation for cough, pain, and restlessness ; 
enemas, stupes, or poultices for disten- 
tion. All these are palliative treatments 
prescribed for the relief of symptoms 
which preclude rest. A cool, well ven- 
tilated room, without drafts; adequate, 
but not heavy, bed covering to prevent 
overheating and excessive sweating— 
these are simple but essential nursing 
considerations. None of these proce- 
dures contributes anything specific in 
the control of the infection, but all com- 
bined may frequently determine the out- 
come of a case. 

Although at times such devoted care 
may be in vain, there are many cases 
where the careful attention of the doc- 
tor and nurse is the deciding factor in 
tipping the delicate balance in the life- 
and-death-struggle. All these consid- 
erations are but steps in providing the 
comfort conducive to the all-important 
rest which aids the sorely taxed body 
defenses. How to supply this comfort 
and treatment without tiring the patient 
or interfering with his rest is the real 
nursing problem. 


SIGNS OF COMPLICATIONS 


The nurse, if she is with the patient 
constantly, is the person most likely to 
discover early signs of complications. 
She may be the first to notice the slight 
blueness of the lips or nails which in- 
dicates beginning cyanosis. She should 
be alert to the early evidence of disten- 
tion or urinary retention. The patient 
may have a chill; he may go into col- 
lapse; a rash may appear on the body. 
A slight tenderness and swelling of the 
legs may mean that phlebitis is present. 
Any of a number of complications may 
occur. The public health nurse during 
her visits should not only be on the 
lookout for such signs, but should teach 
the person responsible for the patient’s 
care in the periods between her visits, to 
watch for these symptoms. This is the 
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chief reason why a knowledge of the dis- 
ease is requisite to intelligent care. All 
such changes, no matter how slight, 
should be reported to the physician im- 
mediately. 


CARE DURING CONVALESCENCE 


Convalescent care must be guided 
carefully. After the subsidence of acute 
symptoms and when the temperature has 
returned to normal, there will be a peri- 
od of continued bed rest followed by 
gradually increasing activity. When 
crisis or lysis begins and during the sub- 
sequent period of several weeks, the con- 
dition of the lung and the continued in- 
creased burden on the functions of the 
body form the basis for a carefully di- 
rected convalescence. 

During this period the lung goes 
through the gradual process known as 
resolution. From day to day the in- 
flammation, edema, and exudate slow- 
ly clear. During this time, other physi- 
ological mechanisms of the body aid the 
circulatory system in carrying away the 
waste products of the recent infection 
and in tissue repair. Such repair is 
necessary to recovery and until it is ac- 
complished there should be no unnec- 
essary expenditure of energy or any un- 
due risk of additional infection being 
superimposed on a depleted system. Rest 
and isolation must be - maintained 
throughout convalescence. The nurse 
must be tactful in restraining over- 
active patients, in encouraging them, 
and in stimulating their appetites. 


THE PUBLIC HEALTH NURSE’S JOB 


So far this discussion has been con- 
cerned with certain general aspects of 
pneumonia that every nurse—whether 
private duty, institutional, or public 
health—should know and understand. 

The public health nurse has special 
problems. She has a responsibility not 
only to the patient, but also to other 
members of the family. She is a teach- 
er as well as a nurse. 
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During the past eight years pneu- 
monia has become a public health prob- 
lem of major importance. Definite 
pneumonia control programs have al- 
ready been established in 10 states, and 
in 24 others programs are being planned. 
The public health nurse is destined to 
have an important role in the control of 
this disease. In New York State at the 
present time, the public health nurses 
consider the care of pneumonia one of 
their primary responsibilities. 

In pneumonia, the nurse’s first re- 
sponsibility is to the patient. It is her 
job to do all she can to help him. She 
must roll up her sleeves and get to work. 
She should assist in obtaining early 
medical care for persons suffering from 
suspected pneumonia and should give 
nursing care according to the physician's 
orders and standard nursing procedures. 

If possible the pneumonia patient 
should have continuous care by a skilled 
nurse. The most intelligent housewife 
cannot give the patient the same atten- 
tion as a graduate nurse with her un- 
derstanding of the emergency nature of 
the disease. Unfortunately, on many 
occasions such nursing care is not avail- 
able, but the public health nurse at least 
can reassure the housewife or attendant 
by giving her an actual bedside demon- 
stration of some of the more im- 
portant things to do for the comfort and 
conservation of energy of the patient 
such as the giving of fluids, mouth care, 
the use of the bed pan, and the chang- 
ing of the linen. Whenever possible, if 
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constant nursing service is not available, 
a daily visit by the public health nurse 
during the acute course of the disease 
and one or more visits during convales- 
cence is most desirable. 


ISOLATION 


The degree of isolation will have to 
be adjusted to the facilities available 
and the degree of intelligent codperation 
that can be obtained from the attendant. 
Isolation must not be stressed to the 
detriment of the care of the patient but 
at least children can be kept out of the 
room and preferably boarded out with 
neighbors or relatives; visitors can be 
kept to a strict minimum; the attendant 
can wear an apron in the room, wash 
her hands regularly, and be trained in 
the safe disposal of sputum and in meth- 
ods of protecting herself. 

The family must be made to under- 
stand significant facts concerning the 
disease, its communicable nature, and 
the probable risk to themselves and the 
community. They must be taught the 
simple measures of reducing additional 
infections by isolation of the patient and 
rigid observance of hygiene. 

Thus in pneumonia as in few other 
diseases the nurse has an important role 
in helping to determine whether the out- 
come is success or failure. 


Epitor’s Note: This is the first of a series 
of three articles on various aspects of pneu- 
monia control that are of special interest to 
the nurse. The second article, by Dr. Edward 
S. Rogers and Emma H. MacChesney, will 
appear in the December issue. 


Dreams 


By 


REVA SUMMERSGILL 


j ATE has never flung a Star 
Higher than men’s visions are, 
And the tallest spire that gleams 


Only points the way tv dreams. 


—From National Parent-Teacher, July 1937 
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Parnassus On Wheels and Off 


By ELEANOR FAIR 


The library is one of the nurse’s richest resources 
for community health education, for her own recre- 
ation and growth, and for use as a therapeutic agent 


things medieval and things mod- 

ern is well illustrated in the his- 
tory of each of two professions—nurs- 
ing and librarianship. On the one hand, 
we see beautiful manuscripts on vellum 
chained to desks in a cloister—and the 
stately abbess, in the robes of her order, 
visiting the sick; on the other, the mod- 
ern public library where hundreds of 
thousands of printed books are cir- 
culated freely to the population of an 
entire city—and the modern public 
health nurse in her trim blue uniform, 
serving the sick of these same cities in 
the efficient manner which testifies to 
the wonderful organization of public 
health nursing. 

The librarian of the medieval library 
was sworn into office on the Holy Gos- 
pels as “became one whose duty it is to 
furnish to those who have need, the 
‘food’ and ‘weapons’ of the soul” just as 
the abbess was sworn in the same man- 
ner to furnish food and protection for 
the body in the hospital under her 
charge.* 

Occasionally the books in these cloister 
libraries were released from their chains 
and lent to the monks for special study. 
Some of the details of lending were very 
picturesque. In calling for books one 
order, which prescribed silence on its 
members, had a code of signs to be used 
in asking the librarian for books—the 
sign of the cross, kissing the fingers, 
scratching the ear, et cetera. In this 
order there was an annual distribution 


To VIVID CONTRAST between 


*Richardson, E. C. “The Medieval Library.” 
Harpers Magazine, April 1905, p. 788. 
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of books. The roll was called and books 
borrowed the previous year were re- 
turned. If a borrower had not read the 
book through, he was required to fall 
on his face, confess his faults, and pray 
for forgiveness! 

The only semblance of the old chains 
in our modern libraries is found in the 
words “for reference only,” which at 
times prove annoying to our earnest 
seekers after knowledge. However, li- 
brarians no longer require that you fall 
on your face and seek forgiveness if you 
have not read the book which it has 
been your great privilege to borrow! 

The where and how of your great 
privilege to borrow is the subject of this 
brief discussion. The where is, first, 
your public library; next, your state li- 
brary; third, the medical libraries with- 
in your district. 


YOUR PUBLIC LIBRARY 


The public library is one of America’s 
proudest contributions to the culture 
and to the liberality of thought which is 
gained through education. Here are 
boundaries which are not geographical; 
their limits are only those of our search 
for knowledge. For many years the 
public libraries have opened their doors 
to all the people in communities from 
great metropolitan cities to the little 
crossroad hamlets which dot our coun- 
tryside. They have both followed and 
guided our interests, supplying serv ce 
where there is a demand for it and stim- 
ulating a demand where it is lacking. 
Our public libraries should be a true re- 
flection of the interests of our communi- 
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ties. This is our mutual responsibility. 
Public health nurses have also for 
years been serving the people of our 
cities and rural areas. The success of 
this movement is equally dependent 
upon the support of the community. 
Does your public library reflect the in- 
terest of your community in public 
health nursing and community hygiene? 
If so, did you share in bringing about 
this proud accomplishment? Have you 
talked with the librarian about your 
problems and the problems of the peo- 
ple you serve? Have you suggested 
books for purchase which will help solve 
these problems and possibly keep others 
from arising? Education of the public 
in healthful living has always been one 
of the goals of public health nursing, 
but why do the job alone when you have 
such a powerful ally in your public li- 
brary? 

The public library is also an invalu- 
able guide and source for the nurse’s 
personal reading. Have you followed 
the recent trend in writing which has 
resulted in such fascinating and read- 
able books on sociology, science, eco- 
nomics, and medicine? If not, make it 
a practice to drop in at the public li- 
brary very often and look over the 
‘“new-book shelf.” If you do not keep 
up to date in these subjects, how can 
you visualize the place where public 
health nursing fits into this constantly 
changing picture? How can you main- 
tain a correct perspective on your job? 
Use your public library. 


STATE LIBRARIES 


Most states offer library service 
through one of three main types of 
agency: the library commission, the 
State library, or the library division of 
the department of education. The lend- 
ing of books directly to individuals who 
do not have access to libraries is part of 
the work of these agencies. The names 
of state agencies have been included in 
the appended list. The library com- 
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missions are usually located at the state 
capitol. Some of the commissions work 
through the libraries of state universi- 
ties. Often such extension services in- 
clude the sending out of package li- 
braries on specific subjects. If you do 
not have access to a public or university 
library, write to your state library com- 
mission and find out what type of serv- 
ice is available to you. 


WE COVER THE RURAL AREAS 


Bouncing along on a country road in 
her little roadster goes our modern pub- 
lic health nurse. She is serving the 
county. Meeting or passing her on the 
way is the county librarian in her ‘“Par- 
nassus on Wheels”—the county book 
truck. It is a far cry from the stately 
abbess of medieval days and the cloister 
with its precious books chained to the 
shelves to this bright countryside where 
both nurse and librarian roll jauntily up 
to the farmhouse door! County libraries 
on wheels are a comparatively recent 
development in library service. If there 
is such a service in your county, why 
not see that each time the book truck 
comes around there is a_ package 
marked: “Special for the public health 
nurse.” 


PREVIEWS 


Previews are made much of today. 
We are flattered to be invited to pre- 
views of art exhibits, plays, or motion 
pictures. Why not treat yourself to a 
preview of nursing procedures? It takes 
imagination on your part, but changes 
in nursing procedure can be anticipated 
by carefully following the advances in 
laboratory and clinical medicine. By 
reading the reports of these new devel- 
opments, you will begin to interpret this 
progress in terms of what it means to 
the future of nursing techniques. Medi- 
cal libraries are dotted generously 
throughout most of our states. Wherever 
you find academies of medicine, hospi- 
tals, medical schools, and nursing 
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schools, there you find libraries. The 
names of some of these medical libraries 
have been included in the list at the end 
of this article; for the most part, they 
are libraries of academies of medicine, 
state medical societies, and state health 
departments. Each medical or public 
health library has its own regulations 
governing the use of its services, and 
since it has been established primarily 
for doctors we can only suggest that you 
knock at the door and ask what is there 
for you as a public health nurse work- 
ing with the medical profession for the 
good of the community. We hope you 
will find a door opening a little wider 
here, or a restriction dropped there—in 
fact any sign which can be translated as 
a welcome to the public health nurse. 
An extensive list of medical libraries, 
arranged by states, will be found in the 
American Medical Directory of the 
American Medical Association. 


BIBLIOTHERAPY 


Aside from a consideration of books 
in the sense of a postgraduate reading 
course in our professional life, we come 
to a consideration of books as preven- 
tive or therapeutic agents in our per- 
sonal life. Bibliotherapy is a new addi- 
tion to our vocabulary in confirmation 
of an old idea—perhaps as old as books 
themselves—that books have a value as 
therapy. Librarians have realized this 
for many years and have now joined 
with physicians in working out a defi- 


DIRECTORY 


Alabama 

Jefferson County Medical Library, Birmingham 

Arizona 

State Library, Phoenix 

Arkansas 

Arkansas Library Commission, Little Rock 

California 

State Library, Sacramento 

Library of Los Angeles County Medical Associa- 
tion, Los Angeles 

State Medical Library, Los Angeles 

Alameda County Medical Library, Oakland 

Library of San Diego County Medical Society, 
San Diego 

San Francisco County Medical 
San Francisco 

Santa Clara County Medical 
San Jose 


Society Library, 


Society Library, 
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nite therapeutic technique. In a branch 
of one of our great metropolitan hospi- 
tals the medical and nursing staff is re- 
ceiving formal training in the use of 
books as therapy. 

In a broad sense we are all patients, 
all people to whom books are of value 
as therapy. This means that recreation- 
al reading is of great importance to all 
of us. 

The librarian in her capacity as a 
dispenser of this form of curative agent, 
is most anxious to work in close con- 
junction with the physician and the 
nurse. 


THE POINT OF FOCUS 


The parallel lines of the advancing 
organization of these two professions has 
been pointed out. At last the lines con- 
verge at a point plainly marked educa- 
tion. With these converging rays we 
now see our results in clear focus. Only 
a slight adjustment is needed, perhaps 


a few joint committees of nurses and li- 
brarians, to assure an even more bril- 
liant advance toward our mutual goal. 


The list of libraries which follows is 
taken from three sources: 


Association. American 
The Association, Chicago, 


American Medical 
Medical Directory. 
1938, 

Council of State Governments. 
of the States. 
Vol. IT. 

U. S. Office of Education. Educational 
Directory, 1937. Government Printing Office, 
Washington, D.C., 1935, Part IV. 


The Book 
The Council, Chicago, 1937, 


OF LIBRARIES 


Colorado 

Colorado State Library, Denver 

El Paso County Medical Society Library, Col- 
orado Springs 

Medical Society of City and County of Denver 
Library, Denver 

Pueblo County Medical Society Library, 


Connecticut 

State Library, Hartford 

Connecticut Public Library Committee, Hartford 

Walter R. Steiner Medical Library of the Hart- 
ford Medical Society, Hartford 

New Haven Medical Ass'n. Library, New Haven 

Waterbury Medical Ass'n. Library, Waterbury 

Delaware 

State Library, Dover 

Delaware Academy 


mington 


Pueblo 


of Medicine Library, Wil- 
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State Library Commission, Dover 


District of Columbia 

Army Medical Library, Washington 

Medical Society of the District of 
Library, Washington 

National Institute of Health Library, Washington 

Public Health Service Library, Washington 

Florida 

Florida State Library Board, Tallahassee 

Florida State Board of Health Library, Jackson- 
ville 

Georgia 

State Library Commission, Atlanta 

State Library, Atlanta 

Fulton County Medical Society Library, Atlanta 

Georgia Medical Society of Chatham County 
Library, Savannah 

Idaho 

Idaho Free Traveling Library Commission, Boise 

State Library, Springfield 

Illinois Library Extension Division, Springfield 

American Medical Ass'n. Library, Chicago 

John Crerar Library, Chicago 

Morgan County Medical Society 
sonville 

La Salle-Peru Medical Library, La Salle 

Adams County Medical Society Library, 


Columbia 


Library, Jack- 


Quincy 

Indiana 

Indiana State Library and Historical Dep't., In- 
dianapolis 

Indiana State 
dianapolis 

Indianapolis 
dianapolis 

South Bend Public Library, Medical Dep't., South 
Bend 


Library Extension Division, In- 


Public Library, Medical Dep't., In- 


lowa 

State Library, Des Moines 

lowa State Medical Library, Des Moines 

lowa Library Commission, Des Moines 

Kansas 

State Library, Topeka 

Kansas Traveling Library Commission, Topeka 

Kentucky 

Kentucky Dep't of Library and Archives, Frank- 
fort 

Kentucky Library Commission, Frankfort 

Louisville Free Public Library, Medical 
Louisville 

University of Louisville School of Medicine and 
Jefferson County Medical Society Library, 
Louisville 


Dep't., 


Louisiana 

State Library, Baton Rouge 

Orleans Parish Medical Society 
Orleans 

Louisiana Library Commission, Baton Rouge 


Library, New 


Maine 

State Library, Augusta 

Maine Medical Ass'n Library, Portland 

Maryland 

Maryland Public 
Baltimore 

State Library, Baltimore 

Medical and Chirurgical Faculty of 
Maryland Library, Baltimore 


Library Advisory Commission, 


State of 


Massachusetts 

State Library, Boston 

Massachusetts, Division of Public Libraries, State 
Dep't of Education, Boston 

Boston Medical Library, Boston 

Massachusetts Dep't. of Public 
Boston 

Dring Library, Fall River 

City Library Ass'n., Medical Department, Spring- 


Health Library, 


el 
Worcester Medical Library, Inc., Worcester 


Michigan 

Michigan State Library, Lansing 

Detroit Public Library, Medical 
Detroit 

Grand Rapids Public Library, Grand Rapids 

Kalamazoo Academy of Medicine Library, Kala- 
mazoo 


Science Dep't., 
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Michigan Department of Health Library, Lansing 

Minnesota 

State Library, St. Paul 

Hennepin County Medical Society Library, Min- 
neapolis 

Ramsey County Medical Society Library, St. Paul 

Minnesota Library Division, Dep't. of Education, 
St. Paul 

St. Louis County Medical Society Library, Duluth 

Mississippi 

State Library, Jackson 

Mississippi Library Commission, Jackson 

Mississippi Siate Board of Health Library, Jack- 
son 

Vissouri 

Missouri Library Commission, Jefferson City 

Nodaway County Medical Society Library, 
nard 

Jackson County Medical Society Library, Kansas 
City 

St. Louis Medical Society Library, St. Louis 

St. Louis Municipal Medical Library, St. Louis 

Vontana 

State Historical Library, Helena 

Montana State Library Extension 
Helena 


Ber- 


Commission, 


Vebraska 

State Library, Lincoln 

Lancaster County Medical Society 
coln 

Nebraska 

Nevada 

Nevada State Library, Carson City 

New Hampshire 

State Library, Concord 

New Hampshire Public Library Commission, Con- 
cord 


Library, Lin- 


Public Library Commission, Lincoln 


New Jersey 

State Library, Trenton 

Atlantic City Free Public Library Medical Branch, 
Atlantic City 

Jersey City Free Public Library, 
Jersey City 

Academy of Medicine of Northern 
Library, Newark 

William Pierson Medical Library of the Orange 
Memorial Hospital, Orange 

New Jersey Public Library Commission, Trenton 


Medical Dep't., 


New Jersey 


New Mexico 
New Mexico 
Santa Fe 

New York 

State Library, Albany 

New York State Medical Library, Albany 

Medical Society of County of Kings and Academy 
of Medicine of Brooklyn Library, Brooklyn 

Grosvenor Library, Buffalo 

New York Division of Adult Education and 
Library Extension, State Dep't. of Education, 
Albany 

Medical Society of 
Forest Hills. L. I. 

Municipal Reference 
Division, New York 

National Health Library, New York 

New York Academy of Medicine 
York 

Chenango County Medical Society Library, Nor- 
wich 

Dutchess County Medical Society Library, Pough- 
keepsie 

Rochester Academy of Medicine Library, 
ester 

Utica Academy of Medicine Library, Utica 

Vorth Carolina 

State Library, Raleigh 

Asheville Medical Library, Asheville 

Charlotte Medical Library, Charlotte 

North Carolina Library Commission, Raleigh 

North Dakota 

State Library Commission, Bismarck 

Ohio 

Ohio State Library, Columbus 

Cleveland Medical Library Ass'n, Cleveland 

Montgomery County Medical Society Library, 
Dayton 


State Library Extension Service, 


County of Queens Library, 


Library, Public Health 


Library, New 


Roch- 


| 
a 


632 


Toledo Academy of Medicine Library, Toledo 

Oklahoma 

State Library, Oklahoma City 

Tulsa County Medical Library, Tulsa 

Oklahoma Library Commission, Oklahoma City 

Oregon 

State Library, Salem 

Pennsylvania 

State Library, Harrisburg 

Erie County Medical Society Library, Erie 

se Academy of Medicine Library, Harris- 
urg 

Lancaster City and County 
Library, Lancaster 

College of Physicians 
Philadelphia 

Philadelphia County 
Philadelphia 

Carnegie Library of Pittsburgh, Medical 
Pittsburgh 

Pittsburgh Academy of Medicine Library, 
burgh 

Tuberculosis League of Pittsburgh Library, Pitts- 
burgh 

Schuylkill County Medical Library Ass'n., Potts- 
ville 

Berks County Medical Society Library, Reading 

Luzerne County Medical Society Library, Wilkes- 
Barre 

Lycoming County Medical Library, Williamsport 

York County Medical Society Library, York 

Rhode Island 

State Library, Providence 

Redwood Library and Athenaeum, Newport 

Rhode Island Medical Society Library, Providence 

South Carolina 

State Library, Columbia 

State Library Board, Columbia 

South Carolina Medical Library Ass'n., Seneca 


Medical Society 
of Philadelphia Library, 
Medical Society Library, 
Dep't., 


Pitts- 
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South Dakota 
South Dakota Free Library Commission, Pierre 


Tennessee 

Tennessee Library Division, Dep't. of Education, 
Nashville 

State Library, Nashville 


Texas 

State Library, Austin 

El Paso County Medical Society Library, El Paso 

State Medical Ass'n. of Texas Library, Fort Worth 

Houston Academy of Medicine Library, Houston 

Bexar County Medical Library Ass'n., San Antonio 

Utah 

Utah Library Division, Dep't. of Public Instruc- 
tion, Salt Lake City 

Vermont 

State Library, Montpelier 

Vermont Free Public Library Commission, Mont 
pelier 

Virginia 

State Library, Richmond 

Norfolk County Medical Library, Norfolk 

Washington 

State Library, Olympia 

Seattle Medical Library, Seattle 

Spokane Medical Library, Spokane 

Pierce County Medical Society Library, Tacoma 

King County Medical Society Library, Seattle 

West Virginia 

West Virginia Library Commission, Charleston 

Wisconsin 

State Library, Madison 

Milwaukee Academy of Medicine Society Library, 
Milwaukee 

Wisconsin Free Library Commission, 

W voming 

Wyoming State Library, Cheyenne 


Madison 


1938 Census of Public Health Nurses 


By MABEL REID 


HE SECOND annual count of 

nurses engaged in public health 

work in the United States, Hawaii, 
and Alaska, based upon data collected 
by the public health nursing consultants 
of the U. S. Public Health Service and 
the U. S. Children’s Bureau through the 
respective state health departments, has 
been issued.* The report of this count, 
which includes figures from the 1937 
count, indicate that almost all types of 
public health nurses have increased in 
numbers during the past year except 
those under the Office of Indian Affairs, 
rural nonofficial agencies, and the Works 


*Mimeographed report B-2561. Available 
from U. S. Public Health Service, Washing- 
ton, D.C. 


Progress Administration. The total 
number of public health nurses covered 
by this report has increased 7.5 percent, 
bringing the total to 23,271 during the 
year. 

When the first such count appeared a 
year ago, an artic’e was prepared for 
Pustic HEALTH NurRSING showing 
changes in numbers and shifts in em- 
phases since 1931, the year of the last 
census made by the National Organiza- 
tion for Public Health Nursing.** Some 
adjustment in the 1937 figures was re- 
quired for purposes of comparison, since 
the 1931 census did not include indus- 


**Miller, Anna J. “Census of Public Health 
Nurses 1937.” Pupsrtic HeaAttH Nursino, No- 
vember 1937, p. 648. 
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trial nurses and was limited in area to 
the United States. When this compari- 
son is extended for another year, it is 
found that the number of public health 
nurses in the United States (exclusive 
of Alaskan, Hawaiian, industrial, and 
WPA nurses) has grown to 19,390, an 
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increase of 10.1 percent in the past year 
and of 21.8 percent since 1931, 

Table I shows the number of public 
health nurses in the United States em- 
ployed by each type of agency except 
industrial concerns and the WPA in 
1931, 1937, and 1938. 


TABLE I 


NUMBER OF FULL-TIME PUBLIC HEALTH NURSES IN THE UNITED STATES! 
1931, 1937, AND 1938 


Employing agencies 


Total public health nurses in 
the United States 
I. National agencies serving 
more than one state 
Official 
Nonofficial 
National official agencies 
serving local areas 
Indian service nurses 
Other official agencies 
III. State agencies 
Official 
Health departments 
Boards of education 
Other official 
Nonofficial 
. Local agencies 
Official 
Health departments 
Boards of education 
Other official 
Nonofficial 
V.N.A., A.R.C., Thc., etc. 
Life insurance companies 
Jointly supported 
Public health nursing de- 
partments of universities 
and colleges 


Ii. 


Dates of census 
Jan.1  Jan.1 Jan.15 
1938 1937 1931 


19,390 17,615 15,915 


6,717 
3,880 
1,824 


5,340 
602 


2 


4 


5 


‘Exclusive of industrial nurses and WPA nurses 


Industrial nurses 


United States Census of 1930 
1937 count of public health nurses 
1938 count of public health nurses 


WPA nurses 


1937 count of public health nurses 
1938 count of public health nurses 


3,189 
2,179 
2,355 (8 percent increase) 


1,717 
1,385 (19 percent decrease ) 


“Nurses employed in services jointly supported by official and 
nonofficial agencies have been classified with the type of agency 
making the largest financial contribution. 


24 18 20 
; 62 56 62 
93 108 76 
- — 115 
701 684 318 
8 19 5 i 
102 70 3 
— 81 
6,083 5,309 
3,470 2,980 
1,306 809 
5,489 
535 | 
89 | 
37 31 24 
t 
e 
h 
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OFFICIAL AND NONOFFICIAL 


More nurses are employed in 1938 
both by official and by nonofficial 
agencies than in 1937 but the number 
in official agencies continues to increase 
more rapidly. During the past year 
1591 nurses have been added to this 
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group, an increase of 13.5 percent, while 
178 additional nurses, representing 3.1 
percent, have been employed by non- 
official agencies in 1938. Table II indi- 
cates the changing proportion of public 
health nurses employed under official 
and nonofficial auspices in 1931, 1937, 
and 1938. 


TABLE II 


PUBLIC HEALTH NURSES EMPLOYED BY OFFICIAL AND NONOFFICIAL AGENCIES! 
1931, 1937, AND 1938 


Official 1938 
or Num-  Per- 
Nonofficial ber cent 
Total public 19,353 100.0 
health nurses 
Official 13,349 690 
Nonofficial 6,004 31.0 


1937 1931 
Num- Per- Num- Per- 
ber cent ber cent 
17,584 100.0 15,891 100.0 
11,758 66.9 9,724 61.2 
5,826 33.1 6,107 38.8 


1Exclusive of industrial nurses, WPA nurses, and those in public health nurs- 


ing departments of universities. 


URBAN AND RURAL 

Both urban and rural public health 
nurses have increased in numbers during 
the past year. There are 605 more rural 
nurses and 1152 more urban nurses in 
1938 than in 1937, an increase of about 
10 percent for each group. The distri- 
bution of public health nurses between 


urban and rural communities remains 
unchanged since the 1937 count, with 
approximately one third working in rural 
areas and two thirds in communities of 
10,000 or more population. Table III 
shows the number of urban and rural 
public health nurses in 1931, 1937, and 
1938. 


TABLE III 
URBAN AND RURAL PUBLIC HEALTH NURSES IN THE UNITED STATES,! 1931, 1937, AND 1938 


Urban 1938 
or Num- Per- 
Rural ber cent 
Total public 19,267 100.0 
health nurses 
Urban 12,711 66.0 
6,556 340 


Rural 


1937 1931 
Num-  Per- Num-  Per- 
ber cent ber cent 
17,510 100.0 15,809 100.0 
11,559 66.0 11,290 71.4 
5,951 4,519 28.6 


34.0 


1Exclusive of industrial nurses, WPA nurses, nurses in public health nursing 


departments of universities, and nurses who serve more than one state. 


NUMBER OF AGENCIES IN U. S. 


The report also includes some data on 
the number and kinds of agencies em- 


ploying public health nurses during 
1938. Exclusive of national agencies, 
public health nursing departments in 
universities, industrial concerns, and the 
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Works Progress Administration, the 
total number of agencies reported in the 
United States is 5901, an increase of 36 
percent since 1931. No information on 
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this subject is available for 1937. 

Table IV shows the number of each 
kind of agency employing public health 
nurses in 1931 and 1938. 


TABLE IV 


NUMBER OF AGENCIES EMPLOYING FULL-TIME PUBLIC HEALTH NURSES 
IN THE UNITED STATES,! 1931 AND 1938 


Employing agency 


Total public health nursing agencies 


State agencies 
Official 
Nonofficial 
Local agencies 
Official 
Health departments 
Boards of education 
Other official 
Nonofficial 
V.N.A., A.R.C., Tbc., etc. 
Life insurance companics 
Joint official and nonofficial 


1938 


5,901 


78 


‘Federal agencies, public health nursing courses in universities, 
industrial concerns, and the WPA not included. 


“Jointly supported services are classified with the type of agency 


making the largest financial contribution. 


YELLOW BLACKBOARDS 


The British National Institute of In- 
dustrial Psychology has recently pub- 
lished a report which threatens to put 
the blackboard along with the slate 
among educational antiquities. In copy- 
ing from a blackboard children have to 
move their eyes from a black surface 
with a reflection factor of 10 to 15 per- 
cent to a white surface with a reflection 
factor of 85 to 90 percent. The object 
of the work done by the Institute was 
to determine whether a board with a far 
higher reflection factor than the black- 
board would enable children to copy 
from it more quickly and with less eye- 
strain. As a white board would be like- 
ly to cause glare, a light yellow board 
was chosen for the experiments. Blue 
was chosen as the color of the chalk. 
Two methods~a laboratory reaction- 


time test and classroom tests—were 
used. The results showed clearly that 
the words on the yellow board were read 
more rapidly than those on the black- 
board, the average difference being 15.4 
percent. In the classroom experiments 
the speed of copying the usual white 
letters on a black board was compared 
with that of copying dark letters on a 
light board. The results pointed defi- 
nitely in the same direction: the chil- 
dren were found to copy nearly 10 per- 
cent more in the same time from the 
yellow board than from the black 
board. Further investigation is being 
made to find out what are the most suit- 
able materials for colored boards found 
best from the visual standpoint. 


—The Sight-Saving Review, March 1938. 


| 
1931 
4,338 
= 55 
21 
1,113 866 
2,128 1,348 ; 
1,145 407 
1,092 1,242 
345 328 
71 
| 
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Satisfactions in Bedside Nursing 


By DOROTHY J. CARTER, R.N. 


Increasingly public health nurses find bedside care to 
be the source of deepest satisfaction in their job and 
an invaluable approach to the confidence of the family 


HAT ARE SOME of the in- 
Wren qualities in the bedside 

nursing program of the public 
health nurse that make it seem to many 
of us the most satisfying experience to 
which we have given our efforts? It may 
appear to be a little selfish to consider 
bedside nursing from the point of view 
of what satisfactions and values it holds 
for the nurse. We are more accustomed 
to evaluate it in terms of what it means 
to the patient and the family and the 
community. But perhaps after all the 
two approaches are not so far apart. For 
whatever meaning the nurse’s work has 
to her is largely because of its value to 
those who receive her services. And it is 
only axiomatic to say that the satisfac- 
tion derived from the job is in propor- 
tion to what one puts into it. 

I shall never forget the first patient I 
visited alone after my first day’s intro- 
duction on a visiting nurse staff. She 
was a little old Scottish lady who had 
been very ill with cancer but who was 
still able to get up in a chair while I 
made her bed after she had had her 
treatment. Needless to say, on that first 
visit I made her bed as carefully as I 
knew how, and applied all the tech- 
niques of square corners that had been 
so meticulously taught in the hospital. 
The old lady was as interested as could 
be and watched every motion, taking it 
all in from beginning to end. When I 
had finished, she fairly beamed and said 
with her delightful Scottish accent, “You 
do make ma bed verra nice!” No com- 
pliment which I ever received afterward 
pleased me more than this one and I felt 


as if I had made an auspicious start in 
my life’s work. 

For after all, the simple gratefulness 
of the men and women and children, old 
and young, to whom we give the much- 
needed care day after day, is probably 
the one unfailing joy of the visiting 
nurse. To be sure, this is true also for the 
nurse in the hospital and in private duty. 
But there is something particularly sat- 
isfying in rendering service in a home to 
those who have spent the greater part of 
their lives in serving others. It is a good 
thing to have the tables turned occasion- 
ally. It helps to preserve a proper bal- 
ance in life. 


“THE NURSE IS HERE” 


Who of us has not known and felt the 
harassed mother’s sense of relief and se- 
curity when the nurse comes in to give 
care to her or to her sick child. Time 
and again, particularly if it is the mother 
of the family who is sick herself, one 
finds that after only one visit from the 
nurse the patient’s temperature drops 
and she is better. This may be due not 
nearly so much to the bath and treat- 
ment as to the psychological reason that 
she knows someone is looking after her. 
Perhaps our biggest contribution to men- 
tal hygiene, unrecognized as it often is, 
consists of this very sense of relief which 
our coming brings to our families—the 
sense of having someone there with 
whom they can share the responsibility 
in the care of their sick. 

As Dr. George Vincent has so humor- 
ously said: When you get a little weary 
of the “loving incompetence of dear 


636 


November 1938 


ones” you call in the visiting nurse! 
Whether it is the care given to a little 
child desperately ill with pneumonia or 
to an eager new mother with her baby, 
or the weekly visit to an elderly and 
helpless chronic—the returns are never- 
theless the same. 


CONTACT WITH VITAL PROBLEMS 


Probably the thing which appeals 
most strongly to many of us who carry 
the bag is the opportunity of getting 
close to other people and other people’s 
lives—probably closer than does almost 
any other group, thanks to the “open 
sesame” that the rendering of nursing 
care gives. There is a very real satisfac- 
tion in that thrilling contact with how 
people actually think and live and strug- 
gle to meet their problems. We feel, 
sometimes, that we are up against a good 
deal ourselves. Life seems to be rather 
perplexing and to have many unforeseen 
quirks that make it difficult for us to 
carry on. But a single day on the dis- 
trict teaches us that we don’t know what 
trouble is. And many is the time that 
we have received inspiration and help 
from seeing the courage and vision with 
which our families tackle their problems 
over and over again. If ever the oppor- 
tunity is given for understanding human 
behavior, it is given to the visiting nurse! 

Perhaps, too, we learn as much from 
their failures as we do from their suc- 
cesses. And the realization that many 
times there is nothing we can do to help 
them and that all our teaching has been 
in vain has a chastening effect on our 
philosophy that is not without value. 


OPPORTUNITY FOR TEACHING 


It is hardly necessary to emphasize the 
interdependency of nursing care and 
health teaching. We have realized for a 
long time that there is something in the 
mere act of giving care when it is needed 
that makes the ground fertile for con- 
structive teaching. The psychologists 
have been trying to show us of late years 
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how and why people learn. I am not 
sure that they have altogether succeeded, 
and we are still struggling with this, our 
biggest problem. We are in turn amazed, 
chagrined, and delighted to find, time 
after time, that the family with whom 
we have labored intensely over a long 
period are still following the same un- 
healthful practices they have indulged in 
for years, while the mother with whom 
we have had only a brief contact has 
adopted every casual suggestion we of- 
fered and made it part of her own ex- 
perience. Perhaps some day we will 
learn how and why! 

But although we are often discour- 
aged, we are more often greatly encour- 
aged. Time and again we have seen a 
whole plan of family health teaching de- 
velop from the nursing care of one indi- 
vidual. 

Of course, we never know exactly how 
our interpretations are going to be re- 
ceived or what their ultimate effect may 
be. I shall never forget an experience 


in my early visiting nursing days with a 
young Italian woman who was having 


her first baby. She had been in this 
country but a short time and spoke very 
little English. Since there had been a 
trace of albumin in her urine, I had been 
observing her rather closely and had 
carefully explained the importance of the 
urinalysis which was done in the home. 
Imagine my surprise—and I must con- 
fess, entertainment—when one day she 
handed me a pint bottle of her husband’s 
urine which he wanted to have tested. 
He had not been feeling very well, and 
they were sure if I tested his urine I 
could tell what was the matter with him! 


WORK RICH IN VARIETY 


The never-ending variety of situations 
that are encountered in the daily round 
of visits is ample repayment for the 
sometimes weary trudging through the 
streets. The nurse never knows what may 
await behind the closed door at the top 
of the tenement stairs, or in the base- 
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Fun in bed for the little measles convalescent—and a rare 
opportunity for the nurse to do family health teaching 


ment flat up the alley. Anyone endowed 
with a sense of curiosity and a zest for 
exploration will never know a dull mo- 
ment. And just when it seems that the 
whole gamut of human experiences has 
been run and that nothing new can pos- 
sibly turn up, she is suddenly confront- 
ed with an absolutely unheard of situa- 
tion that challenges all the wit and un- 
derstanding she has. 


PLANNING TOGETHER 


Not the least of the satisfactions that 
we get from visiting nursing is the op- 
portunity of participating in a com- 
munitywide program—one that neces- 
sarily involves other workers and other 
groups. For often it is only through 
joint effort and planning that construc- 
tive help can be given. Working with 
other agencies and other people is one of 
the magic keys in the art of human rela- 
tionships, and the public health nurse 


has an opportunity, second to none, to 
turn that key. Here again it adds to our 
growth to learn that many times our 
own feeble efforts are rather futile by 
themselves, and that two or three work- 
ing together are needed to accomplish 
satisfactory results. It is healthy for us 
to acknowledge that sometimes someone 
else can do the job better than we can. 
It gives us a better perspective on our 
own job and on life in general to realize 
that we are but a part of a larger pro- 
gram; to see our own place in the 
scheme of things. 

We do not know what lies ahead in 
the public health nursing field. New 
developments and points of departure 


are bound to come—in fact, are with us 
today. We are glad to see that in spite 
of the trend toward an ever fuller and 
better-rounded teaching program, bed- 
side care still holds its own; and that 
increasing effort is being made to extend 
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There is something particularly sat- 
is‘ying in rendering service to those 
who have spent the greater part of 
their lives in serving others. From 
the beginning of life to the sunset 
years, the skill of the nurse brings 
comfort and encouragement to the 
patient and the family in the home 


This young mother is eager to learn 
how to care for her baby. The nurse 
who has given her help when she 
needed it most is the one to whom 
she first looks for guidance. The 
nurse teaches by demonstration and 
suggestion how to handle the baby 
with deftness and ease, how to plan 
his schedule, and how to give him 
good care without waste of effort 


— 
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it to communities, particularly in rural 
areas, where it has not hitherto been 
available. It is an integral part—almost 
the core, one might say—of our public 
health nursing program. 

Some of my own staff have been asked 
to jot down the reasons why they like to 
do bedside nursing. Here are some of 
the satisfactions that they get from it, 
quoted as they wrote them: 


The personal satisfaction of being able to 
give your best, not only to one patient in a 
day but to many. Also the tolerance you learn 
to have for the sick, and the human under- 
standing of their personal problems that go 
along with their illness. 


The satisfaction of having patients say how 
comfortable they feel after having care. 


To know at the end of a day that life has 
been made easier for a few people by my best 
efforts. 


Satisfaction that comes from making the pa- 
tient comfortable and teaching the family how 
to help the patient in the nurse’s absence. 


I really like the sick people, and the only 
way to really teach good care is by doing the 
work. The patient usually appreciates what 
is done for him. 


One has the same satisfaction that one gets 
out of house cleaning—peace and quiet and 
order out of chaos. This is especially true of 
delivery service. 


Bedside care gives the nurse an approach to 
the family that no amount of talking would 
do. 


It gives one an opportunity to learn some- 
thing from almost every case. 


Bedside nursing is a means of gaining the 
confidence and codperation not only of the 
patient but of the entire family. 


It is apparent how many times the 
idea of the patient’s comfort stands up- 
permost in the minds of the nurses. 
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One of the greatest satisfactions a nurse 
gets from bedside nursing is the resulting im- 
provement in the mental health of the patient 
and of the patient’s family. 


Ingenuity in improvising substitutes in the 
home care of the patient gives me one of the 
biggest satisfactions The nurse collects many 
different ideas, and by this the patient profits. 


I got satisfaction from my job today because 
when I saw the three-year-old daughter of my 
maternity patient still taking a bottle, I was 
able to sell the child and the mother the idea of 
getting rid of the bottle. The child prom- 
ises to throw it away herself and the mother 
promises to see that this is done. The child 
will go to bed without a bottle tonight. 


My greatest satisfaction is having a patient 
look forward to the nurse’s return visits. Also 
the family’s appreciation at learning new meth- 
ods of teaching. 


Through making a patient look and act 
comfortable, one usually has a good contact 
with patient and family and can do the fur- 
ther necessary health teaching. 


I have always liked Dr. Haven Emer- 
son’s comment which he made a few 
years ago: “If it were fully known about, 
the people would think of the visiting 
nurse association as a principal institu- 
tion of adult education, a university of 
the household, leading to higher degrees 
in gentleness, cleanliness, and the skill 
of the trained eye and hand.’’* 

From earliest Biblical times, caring 
for the sick in the home has been our 
heritage down through the years, and we 
must somehow preserve the spirit of that 
heritage. 

*Emerson, Haven. 
Campaign.” 
1934, p. 421. 
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Presented before the tenth biennial conven- 
tion, New England Division, American Nurses’ 
Association, Boston, Massachusetts, May 11, 
1937. 


The Orthopedic Public Health Nurse 


By ALICE FITZGERALD, R.N, 


The nurse not only gives nursing care and supervision 
to the crippled child but sees all his needs—mental, edu- 


cational, vocational, 


nurse of today concerns herself not 

only with the physical treatment of 
the orthopedic condition; she sees be- 
yond to the patient as an individual who 
has greater needs than purely physical 
ones. These needs may be mental, edu- 
cational, vocational, rehabilitational, 
and recreational. 

How does the orthopedic public health 
nurse meet these needs? By two types 
of service, direct and indirect, which 
may or may not be a part of any one 
agency’s program. 


Te ORTHOPEDIC public health 


NURSING CARE 


In urban centers the patient with an 
acute condition will undoubtedly be 
cared for in a hospital, with all the 
equipment which is available there. In 
less populated areas, patients may be 
cared for in the home. The public 
health nurse is very often called in to 
help with these patients. 

Poliomyglitis is the greatest single 
cause of orthopedic deformities. It is 
well to remember also that over half 
of all deaths from this disease occur in 
children under ten years of age. 

The fundamental points which the 
nurse must know for the care of patients 
in the acute stages of poliomyelitis are: 


That absolute rest is important. 

That the body must be maintained in proper 
position to prevent deformities. 

That muscles must not be stretched. 

That warmth stimulates circulation. 

That pressure sores should be prevented. 

That the most usual complication is pneu- 
monia, and that the nurse must be alert to its 
symptoms. 


rehabilitational, 


and_ recreational 


During or after the acute febrile stage 
when any residual paralysis will have 
localized, plaster-of-paris casts may be 
applied. Nurses, who see so many casts 
applied, often do not realize what it 
means to a patient to be in his first cast 
—whether it be for rest or as a post- 
operative procedure. Try to mentally 
put yourself in a cast! What is the re- 
sult? Fear, chilling fear. A patient in 
a cast often has a very real feeling of 
oppression and imprisonment until he 
becomes accustomed to it. The nurse 
can play a very real part in recognizing 
that fear and helping the patient to 
overcome it. 

Casts are often bivalved so that when 
any sensitivity which is a part of the 
acute stage has subsided, treatment may 
be initiated. The nurse is a most im- 
portant factor during the period of 
treatment. Frequently she is called 
upon to teach the mother the exercises 
prescribed by the orthopedist. Great 
patience and close supervision are neces- 
sary. The patient, too, must be taught 
to codperate to his fullest ability. The 
slogan of both mother and nurse should 
be, “Avoid fatigue and stretching.” The 
importance of the exercises and the re- 
sults desired should be carefully ex- 
plained. Mothers should also be warned 
not to give any massage unless ordered. 
Many—in their desire to help—try to 
massage the parts, and so fatigue the 
muscles. 

While poliomyelitis has been espe- 
cially cited, this is not the only disease in 
which the orthopedic public health nurse 
gives her services. These direct services 
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have long been a part of her work and 
to these are added those definite and 
sometimes indefinite services which are 
indirect. 

The first of these indirect activities is, 
of course, prevention. Prevention can 
be best accomplished by: (1) health 
teaching and the finding of cases in the 
early stage of the defects. (2) Finding 
cases already crippled in order to help 
prevent additional or compensatory de- 
formities. 


FINDING THE CRIPPLED CHILD 


Today the problem of finding cases is 
not quite that of yesterday when crip- 
ples were literally hidden from strangers, 
but even today there are families who do 
not like to admit having a crippled child. 
Old taboos die hard. Methods of case- 
finding will vary according to the type 
of community, but generally speaking 
the most usual sources are parents, rela- 
tives, neighbors, doctors or midwives, 


schools, and social or health agencies. 
Talks by the nurse on the radio or to 
groups such as mothers’ clubs may re- 
sult in cases being reported. 

The early finding of cases is one of 
the most important activities of a public 


health nurse. By early recognition 
much time is saved in treatment. At 
best it takes a long time to correct an 
orthopedic condition, but if the treat- 
ment is delayed the condition is more 
severe and may mean operation instead 
of exercises, a cast instead of rest, a 
brace instead of cure. A spastic case 
can be more readily trained in codérdi- 
nation if found at the age of ten than at 
the age of twenty. 


GUIDING PATIENT TO GARE 


Having found the case, the nurse must 
guide the family to a nearby orthopedic 
specialist if they can afford his services, 
or to an orthopedic clinic. It is well to 
have the family take the child to the 
physician or clinic themselves, since they 
will then feel a complete responsibility 
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for his care and will have knowledge of 
his condition secured from the doctor 
himself. Opposition may have to be 
overcome. Some relative may have 
died at the hospital. Someone else may 
have been to the orthopedic doctor and 
may not have liked him—and he may be 
the only one for miles around. The case 
may be that of a club-foot, and perhaps 
his father has one—so why bother with 
treatment? Very often a nurse can per- 
suade a parent to consent to an examin- 
ation and then must use all of her 
knowledge of psychology to obtain con- 
sent for the treatment suggested. It 
may not take just one visit but many to 
win the confidence of a family and ob- 
tain complete codperation. 


CONTINUOUS SUPERVISION 


Every nurse who goes into a com- 
munity will find some cases which have 
been diagnosed and treated. These 
patients, too, need regular home visiting. 
The nurse interprets the physician’s or- 
ders to the patient; the patient’s needs 
to the doctor. Discouragement over the 
long continued treatments and the slow 
progress are two of the principal prob- 
lems of a parent. Because of this dis- 
couragement, treatments are  discon- 
tinued. The mother may have younger 
children; it may be difficult to get to 
clinic; a brace may have broken and the 
boy is not able to walk without it; a 
pressure sore may have been caused by 
the brace; or any one of a number of 
reasons may be the cause of clinic de- 
linquency. The nurse must get to the 
root of the reason and make an attempt 
to secure a change in the parent’s re- 
action toward treatment. Experience 
shows that very few parents are not 
amenable to the right suggestion. The 
difficulty often lies with the patient him- 
self, and here there is a fertile field for 
refusals—and as many answers to those 
refusals for a quick-witted nurse. 

Supervision of braces is an important 
phase of home visiting. If braces are 
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improperly adjusted, incorrectly worn, 
outgrown; if they do not function prop- 
erly for the purpose applied; if the 
bands are not in good condition—the 
doctor in charge should be notified. 
Parents very often permit a child to 
walk without a brace for dress-up pur- 
poses, not realizing the danger of com- 
pensatory deformities. Parents should 
also be taught how to care for braces: 
to oil the joints, and to use saddle soap 
on the leather to keep it soft and clean. 


MEDICAL DIRECTION NEEDED 


Clinic notes should be obtained on all 
cases under the supervision of a clinic 
so that the doctor’s recommendations 
can be interpreted to the mother and 
patient. A physician may recommend 
exercises to be done under the mother’s 
supervision. The nurse should instruct 
the mother carefully in the technique of 
these exercises and then she _ should 
supervise and encourage her so that she 
does not become tired and discontinue 
them. The importance of following or- 
ders—whether for rest, exercises, cod- 
liver oil, or diet—should be stressed. 

Nutrition in all cases of crippling, es- 
pecially rickets, is a vital concern of the 
public health nurse. 

Improper shoes and clothing, too, can 
cause defects. Slight defects often cause 
the nurse difficulty; because they are 
slight the parents do not see the im- 
portance of treatment. Environmental 
conditions may suggest the need for in- 
stitutional care and this must be ar- 
ranged. 


MENTAL ASPECTS OF CARE 


Having found the patient and seen 
that his medical care is provided for, 
the orthopedic public health nurse has 
not finished her task. All through her 
work from the first visit to the last, side 
by side with the medical problem must 
go the teaching of family and patient 
to adjust to his handicapped condition. 
A parent must be taught not to encour- 
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age his child to become dependent, 
oftentimes a very difficult task for an 
indulgent parent with a severely handi- 
capped child.  Self-reliance must be 
taught, and also tasks which occupy the 
mind and hand. These two things are 
most important in the adjustment to a 
handicap. Behavior problems, too, must 
be overcome on an_ individual basis. 
Ingenuity must be exercised to care for 
the mental aspects of the orthopedic 
case. 

The adolescent child is the one with 
the problem of whether to wear or not 
to wear an appliance, especially ugly 
built-up shoes. Sometimes there is no 
answer from the esthetic standpoint and 
then another side of the question must 
be shown; but an answer must be given. 
Instances such as these show the oppor- 
tunities for a mental hygiene worker. 
Emphasis must be laid upon the neces- 
sity for faithful following of the doctor’s 
orders not only to care for the present 
condition but to prevent additional 
deformities. 


USE RESOURCES TO MEET PROBLEMS 


The nurse will turn to many sources 
for the solution of the problems of her 
patients, since one agency rarely can 
meet the complete cycle of needs. 

Education for crippled children is 
usually provided in school or by home 
teachers. If these are not available, in- 
stitutional care may be provided. Voca- 
tional guidance, too, is necessary al- 
though it is not yet a widely organ- 
ized service. Rehabilitation is secured 
through sheltered workshops, or a home- 
service program. ‘Training for various 
trades can be secured in some large 
centers. Recreation is necessary and 
may or may not be a part of a local so- 
cial agency program. If not, it should 
be developed. Social agencies aid in 


meeting social or economic problems of 
the family. This codrdinating effort is 
not the least interesting of the services 
of an orthopedic program. 
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have long been a part of her work and 
to these are added those definite and 
sometimes indefinite services which are 
indirect. 

The first of these indirect activities is, 
of course, prevention. Prevention can 
be best accomplished by: (1) health 
teaching and the finding of cases in the 
early stage of the defects. (2) Finding 
cases already crippled in order to help 
prevent additional or compensatory de- 
formities. 


FINDING THE CRIPPLED CHILD 


Today the problem of finding cases is 
not quite that of yesterday when crip- 
ples were literally hidden from strangers, 
but even today there are families who do 
not like to admit having a crippled child. 
Old taboos die hard. Methods of case- 
finding will vary according to the type 
of community, but generally speaking 
the most usual sources are parents, rela- 
tives, neighbors, doctors or midwives, 


schools, and social or health agencies. 
Talks by the nurse on the radio or to 
groups such as mothers’ clubs may re- 
sult in cases being reported. 

The early finding of cases is one of 
the most important activities of a public 


health nurse. By early recognition 
much time is saved in treatment. At 
best it takes a long time to correct an 
orthopedic condition, but if the treat- 
ment is delayed the condition is more 
severe and may mean operation instead 
of exercises, a cast instead of rest, a 
brace instead of cure. A spastic case 
can be more readily trained in coérdi- 
nation if found at the age of ten than at 
the age of twenty. 


GUIDING PATIENT TO GARE 


Having found the case, the nurse must 
guide the family to a nearby orthopedic 
specialist if they can afford his services, 
or to an orthopedic clinic. It is well to 
have the family take the child to the 
physician or clinic themselves, since they 
will then feel a complete responsibility 
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for his care and will have knowledge of 
his condition secured from the doctor 
himself. Opposition may have to be 
overcome. Some relative may have 
died at the hospital. Someone else may 
have been to the orthopedic doctor and 
may not have liked him—and he may be 
the only one for miles around. The case 
may be that of a club-foot, and perhaps 
his father has one—so why bother with 
treatment? Very often a nurse can per- 
suade a parent to consent to an examin- 
ation and then must use all of her 
knowledge of psychology to obtain con- 
sent for the treatment suggested. It 
may not take just one visit but many to 
win the confidence of a family and ob- 
tain complete codperation. 


CONTINUOUS SUPERVISION 


Every nurse who goes into a com- 
munity will find some cases which have 
been diagnosed and treated. These 
patients, too, need regular home visiting. 
The nurse interprets the physician’s or- 
ders to the patient; the patient’s needs 
to the doctor. Discouragement over the 
long continued treatments and the slow 
progress are two of the principal prob- 
lems of a parent. Because of this dis- 
couragement, treatments discon- 
tinued. The mother may have younger 
children; it may be difficult to get to 
clinic; a brace may have broken and the 
boy is not able to walk without it; a 
pressure sore may have been caused by 
the brace; or any one of a number of 
reasons may be the cause of clinic de- 
linquency. The nurse must get to the 
root of the reason and make an attempt 
to secure a change in the parent’s re- 
action toward treatment. Experience 
shows that very few parents are not 
amenable to the right suggestion. The 
difficulty often lies with the patient him- 
self, and here there is a fertile field for 
refusals—and as many answers to those 
refusals for a quick-witted nurse. 

Supervision of braces is an important 
phase of home visiting. If braces are 
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improperly adjusted, incorrectly worn, 
outgrown; if they do not function prop- 
erly for the purpose applied; if the 
bands are not in good condition—the 
doctor in charge should be_ notified. 
Parents very often permit a child to 
walk without a brace for dress-up pur- 
poses, not realizing the danger of com- 
pensatory deformities. Parents should 
also be taught how to care for braces: 
to oil the joints, and to use saddle soap 
on the leather to keep it soft and clean. 


MEDICAL DIRECTION NEEDED 


Clinic notes should be obtained on all 
cases under the supervision of a clinic 
so that the doctor’s recommendations 
can be interpreted to the mother and 
patient. A physician may recommend 
exercises to be done under the mother’s 
supervision. The nurse should instruct 
the mother carefully in the technique of 
these exercises and then she should 
supervise and encourage her so that she 
does not become tired and discontinue 
them. The importance of following or- 
ders—whether for rest, exercises, cod- 
liver oil, or diet—should be stressed. 

Nutrition in all cases of crippling, es- 
pecially rickets, is a vital concern of the 
public health nurse. 

Improper shoes and clothing, too, can 
cause defects. Slight defects often cause 
the nurse difficulty; because they are 
slight the parents do not see the im- 
portance of treatment. Environmental 
conditions may suggest the need for in- 
stitutional care and this must be ar- 
ranged. 


MENTAL ASPECTS OF CARE 


Having found the patient and seen 
that his medical care is provided for, 
the orthopedic public health nurse has 
not finished her task. All through her 
work from the first visit to the last, side 
by side with the medical problem must 
go the teaching of family and patient 
to adjust to his handicapped condition. 
A parent must be taught not to encour- 
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age his child to become dependent, 
oftentimes a very difficult task for an 
indulgent parent with a severely handi- 
capped child.  Self-reliance must be 
taught, and also tasks which occupy the 
mind and hand. These two things are 
most important in the adjustment to a 
handicap. Behavior problems, too, must 
be overcome on an_ individual basis. 
Ingenuity must be exercised to care for 
the mental aspects of the orthopedic 
case. 

The adolescent child is the one with 
the problem of whether to wear or not 
to wear an appliance, especially ugly 
built-up shoes. Sometimes there is no 
answer from the esthetic standpoint and 
then another side of the question must 
be shown; but an answer must be given. 
Instances such as these show the oppor- 
tunities for a mental hygiene worker. 
Emphasis must be laid upon the neces- 
sity for faithful following of the doctor’s 
orders not only to care for the present 
condition but to prevent additional 
deformities. 


USE RESOURCES TO MEET PROBLEMS 


The nurse will turn to many sources 
for the solution of the problems of her 
patients, since one agency rarely can 
meet the complete cycle of needs. 

Education for crippled children is 
usually provided in school or by home 
teachers. If these are not available, in- 
stitutional care may be provided. Voca- 
tional guidance, too, is necessary al- 
though it is not yet a widely organ- 
ized service. Rehabilitation is secured 
through sheltered workshops, or a home- 
service program. Training for various 
trades can be secured in some large 
centers. Recreation is necessary and 
may or may not be a part of a local so- 
cial agency program. If not, it should 
be developed. Social agencies aid in 
meeting social or economic problems of 
the family. This codrdinating effort is 
not the least interesting of the services 
of an orthopedic program. 
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The orthopedic nurse who carries 
through to completion this program with 
all of its varied services can feel that she 
has met the needs which were previously 
described as being physical, mental, 
vocational, rehabilitational, and recrea- 
tional. She will have realized and taught 
that it is not necessary for a child to 
have a crippled mind as well as a crip- 
pled body, and that if he aims for per- 
fection in the particular task set for him, 


this effort will go far toward meeting 
his eventual needs in adult life. A good 
basic adjustment will give him a firm 
foundation for his adult life, and the 
adult who has followed the nurse’s 
teaching will have a wider vision to pro- 
tect him against the future. 


Presented before Round Table on Ortho- 
pedic Nursing, Biennial Convention, Kansas 
City, Missouri, April 27, 1938. 


What Is a District Committee? 


By EVELYN K. DAVIS 


Active district committees, composed of people living 
in the various local districts served by an agency, can 
become an effective nucleus of informed citizens 


the various districts served by an 

agency are frequently organized in 
a large city association with district 
offices, in a rural county public health 
service, and in other organizations cover- 
ing a community which represents many 
districts, many nationalities, and many 
points of view. These subcommittees, 
which are made up of citizens from the 
different areas served by the organiza- 
tion, are called “district committees,” 
“center committees,’ “substation com- 
mittees,”’ “branch committees,’ ‘“‘re- 
gional committees,” or just “subcom- 
mittees.” 


pie varios tit representing 


REASONS FOR DISTRICT COMMITTEES 


The interest in developing these sub- 
committees has been growing in recent 
years, and the reasons for such develop- 
ment are several: 

1. Boards of directors are recognizing 
the value of having more people in a 
community who are familiar with the 
agency’s work. The board and the func- 


tional committees of a large organization 
or one covering a wide area usually rep- 
resent only a small group of the com- 
munity. The more people who can be 
brought into actual contact with the pro- 
gram itself, the wider will be the interest, 
since there is no better way of learning 
about a program than by working for 
the agency itself. 

2. Residents of a given district or area 
represent its social, religious, and na- 
tionality groups and are more familiar 
with its problems than those living out- 
side the area. 

3. There is need for more representa- 
tive boards in the field of public health 
nursing. However, to get representation 
from all of the many groups and indi- 
viduals whose help is needed on the 
board would make the board of directors 
too large. The district committees offer 
a method to enlarge such representation, 
and their point of view can be reported 
to the board. The advantages of this 
widening scope of interest and endeavor 
are very great. 
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4. There is need for more people to 
share in the responsibility for the sup- 
port of an organization. If the agency 
is a member of the community chest, it 
is extremely valuable to have people 
throughout the city know about the pro- 
gram in the public health nursing 
agency. If the visiting nurse organiza- 
tion is raising its own fund, the assis- 
tance of committees in various districts 
of the city in raising their share of the 
support of a community service means a 
great deal to the board responsible for 
raising funds. 

However, there are certain problems 
that do arise in the effective develop- 
ment of these committees. In order to 
have a picture of what is happening, an 
informal study has been made of several 
types of such committees, and out of the 
findings certain general conclusions 
come to the fore: 


1. There should be some affiliation between 
the district committee and the board of direc- 
tors of the organization. 


2. There is added responsibility for the pro- 
fessional staff in the area having a district 
committee, to keep the committee in touch 
with the program. 


3. There is definite necessity for the district 
committees to keep closely in touch with the 
program of the entire organization so that 
they understand their part in the whole. 


It is impossible to conceive that the 
district committee organization of all 
cities or all rural areas will be similar, 
or that it will conform to one type. For 
example, the plans for such committees 
in New York City, Minneapolis, and 
Seattle—to mention three places which 
have district committee organization— 
will vary widely. Also, different district 
committees in one city will vary. <A 
committee drawn from an entirely for- 
eign population will be developed along 
different lines from one drawn from 
people living around a university center, 
for example. Nevertheless, every area 


will have people who are potentially 
good committee members. 


The impor- 
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tant thing is to discover who those peo- 
ple are. It is challenging to try to de- 
velop a committee which will carry out 
some of the above objectives in accord- 
ance with the members’ own abilities 
and educational development. 

Although it is impossible to set a pat- 
tern for these committees, there are cer- 
tain general principles which may be 
outlined, and certain suggested activities 
which may be helpful. 


ORGANIZATION OF COMMITTEE 


1. The membership of the committee 
most often consists of people living in 
the area who will be interested in the 
program, who will have time to come to 
meetings, and who because of various 
connections with churches, women’s and 
men’s clubs, settlement houses, and 
other groups in the community, can 
bring various points of view to the com- 
mittee’s thinking and take back an in- 
terpretation of the program to the resi- 
dents. 


2. The size of the committee will de- 
pend on the need for representation and 
the amount of work the committee will 
have to do. The district committees 
studied in this informal survey vary 
widely in size—from seven to fifty 
members. 


3. Some definite plan for the selection 
of members by election or appointment 
is valuable. Committee members feel 
more responsibility if they are appointed 
or elected formally, and if they are 
asked to serve a certain term—at which 
time they are reappointed or reélected 
if they have proved valuable. 


4. Several organizations have outlined 
a simple constitution and by-laws for 
the committees, considering it important 
to have a definite form of organization 
in order to make them more businesslike. 


5. The officers of district committees 
usually consist of: (1) a chairman, 
whose responsibility it is to lead the 
meetings, appoint subcommittees, and 
outline the committee’s activities (2) 
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perhaps a vice-chairman to assist the 
chairman as necessary, to serve in his 
absence, and to be trained to be a future 
chairman (3) a secretary, so that the 
committee will have regular minutes 
taken of its meetings (4) a treasurer, if 
the committee has any responsibility for 
raising the funds in connection with the 
work. 


6. Subcommittees of the district com- 
mittee may be appointed as the occasion 
arises, for carrying out any of the activi- 
ties which are suggested below. 

7. The meetings should be regular, 
should be held at a stated time and 
place (in the district office if possible), 
and should not be long in duration. A 
carefully worked-out agenda or plan for 
the meeting is helpful. Evening meet- 
ings are often held if men are on the 
committee. 


8. There should be a definite program 
for the education of committee members. 
When the committee is first organized, 
the regular program of informing the 
members about the work of the nurses 
in that district and about the program 
of the agency as a whole is extremely 
important. From month to month, some 
educational material may be presented 
at the meetings, giving the members not 
only the picture of what the nurses are 
doing in the district but also some of the 
developments in the field of public 
health nursing, and always bringing in 
the program of the whole organization. 
One large city organization reports that 
it introduces the district committees to 
the work by arranging for the members 
to make visits with the nurses. This 
plan may work out very satisfactorily in 
a large city association, but it sometimes 
presents very real difficulties in a small 
community where everyone knows every- 
one else. 

9. The relationship of the committee 
to the professional staff should be care- 
fully planned. The supervisor of the 
district is an ex officio member of the 
district committee, and works closely 
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with the chairman in the development 
of the committee’s work. Other staff 
members in the area should have con- 
tact with the committee if possible, re- 
porting at meetings from time to time 
so that they know the committee and 
the committee members know them. 

10. The relationship of the district 
committee to the board of directors is 
very important. Various ways have 
been developed, as follows: 


a. The chairmen of the district. committees 
are members of the board of directors. 

b. The chairmen of the district committees 
are ex officio members of the board of direc- 
tors. 

c. The chairmen of the district committees 
are members of the executive board. 

d. The district committees have an organ- 
ization of their own, and from their group 
they elect two or three representatives to serve 
on the board, either as members or as ex 
officio members. The term may be a limited 
one—perhaps two or three years—and then a 
new representative is elected. 

e. A committee from the board of directors 
serves as the general district committee of the 
board. This committee divides up the respon- 
sibility of assisting in organizing the various 
district committees, and the members visit the 
district committee meetings with regularity, 
reporting on the board’s program, and carry- 
ing back to the board the report of the district 
committee activities. 

f. The board elects a member from each 
local committee to serve for one year on the 
board of directors. As a rule, the chairman 
of the district committee is the member 
elected. 

g. One association reports that representa- 
tives of the different aistricts—it has some 
22 committees—serve on the board in turn. 

h. One member of the board is general 
chairman of all the district units. 


ACTIVITIES OF COMMITTEES 


Some of the activities reported by dis- 
trict committees are as follows: 

The committee assists in developing 
mothers’ classes. The members serve 
tea during the class and act as hostess 
when the meeting is held. They prepare 
exhibit material such as layettes, home- 
made toys, or improvised equipment for 
the care of the sick. 

The committee assists with publicity. 
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A subcommittee of the district commit- 
tee arranges for talks to all the groups, 
such as church groups and various clubs 
and organizations in the area; prepares 
window exhibits in some of the stores, 
in the library, or in public buildings in 
the district; makes contacts with the 
local newspapers and helps in preparing 
material, since the members know the 
type of publicity that will appeal to their 
neighbors. The subcommittee is respon- 
sible for the yearly presentation of the 
service to local clubs and other groups. 

The committee is responsible for fur- 
nishing and keeping up the office, for 
filling and maintaining a loan closet, 
and for making surgical dressings. 

It carries on special studies on com- 
munity needs and resources—relating to 
such problems as housing, crippied chil- 
dren, and immunization. 

It participates in case conferences for 
the discussion of situations presenting 
special problems, and locates community 
resources to meet special needs. 
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It assists with the raising of money. 
The committee may perhaps carry on a 
special campaign for its own district to 
raise a certain amount for which it is 
made responsible. (In community- 
chest cities the committee does not of 
course raise money specifically for the 
organization, but committee members 
who know one agency intimately make 
good solicitors for the chest campaigns. ) 

It informs itself on nursing standards 
so that it will know whether its own 
association meets these standards. 

The members give volunteer service 
in child welfare conferences. 

As committee members develop in ex- 
perience, they make visits to new doc- 
tors in the area to explain the nursing 
service. 


All of the agencies having district 
committees report that they were of 
value, and that although it requires time 
to develop them and keep them informed 
and active, it is time well spent. 


AFTER THE FLOOD 


NSTRUCTIONS to the public regarding the precautions necessary for the 
prevention of disease following the recent floods were issued by the Connecticut 
State Department of Health in its weekly bulletin for September 26: 


The first inclination of the public after 
the peak of a major flood disaster has 
passed is to forget that even more serious 
havoc from disease may occur unless all 
possible precautions are adopted. 

In most localities it is fortunate that 
public water supplies have been unaf- 
fected by the flood waters. However, in 
some cities and towns because of tem- 
porary interruptions of chlorination or 
possible harmful effects from the ex- 
treme rainfall, consumers have been noti- 
fied . . . as an added precaution, to boil 
drinking water. 

Many private wells have been flooded 
over and the use of such wells must not 
be resumed until they have been thor- 
oughly disinfected and also pumped out 


if necessary. Directions as to disinfect- 
ing wells can be obtained from local 
health officers. 

After flooded cellars have been 
drained, the walls and floors should be 
scrubbed down and preferably disin- 
fected with a solution of chloride of lime 
and water. One pound of the disinfec- 
tant in six to ten gallons of water will 
make up a strong solution. 

No foodstuffs subjected to contamina- 
tion from flood waters should be used 
unless such foodstuffs have been stored 
in watertight containers, in which case 
the outside should be thoroughly ster- 
ilized with boiling water or disinfectant. 
It is best to “play safe’ and discard any 
questionable foodstuffs. 


The Nurse and Industrial Hygiene 


By J. J. BLOOMFIELD 


A recent study shows that illness causes approxi- 
mately fifteen times as much absenteeism in industry 
as do occupational injuries and diseases combined 


Part Il—The Problem Today 


industrial environmental factors, 

such as poisons, dusts, excessive tem- 
peratures, and others earlier enumer- 
ated, have a decided influence on the 
physical and mental health of workers. 
There is also ample evidence indicating 
a greater average mortality rate in the 
industrial population than in the whole 
group of gainfully employed persons. A 
high mortality is especially notable 
among unskilled workers, the death rate 
from all causes in certain states being 
double the death rate among agricul- 
tural workers. Studies of illness in in- 
dustry made by the United States Public 
Health Service also show high rates of 
illness among workers. 

For example, the incidence of such 
diseases as occupational tuberculosis 
(silico-tuberculosis), pneumonia, and 
degenerative conditions was found to be 
higher than average. In certain types 
of nursing we have a truly occupational 
tuberculosis; studies indicate that this 
disease is found in relatively high rates 
among nurses who are in close contact 
with the disease in their work. There is 
evidence to justify the opinion of 
authorities in this field that tuberculosis 
mortality can be reduced by health 
supervision of industrial workers, by de- 
tection of minimal cases, and by pro- 
vision of adequate medical and institu- 
tional care. A large amount of informa- 
tion testifies that the majority of cases 
are discovered too late in the course of 
the disease for effective treatment. 


|: IS WELL KNOWN that certain 


Again, it is also known that pneu- 
monia mortality and disability are ex- 
cessive among workers exposed to ex- 
tremes in temperature, inclement weath- 
er, toxic gases, and dusts. Health super- 
vision of the worker and of his occupa- 
tional environment has been found to be 
an effective measure in reducing illness 
and death due to this cause. All of these 
data show a need for a close study of 
the conditions under which our indus- 
trial population works and lives. 

It has been customary to concentrate 
our efforts in industrial hygiene chiefly 
upon the fifteen million workers em- 
ployed in manufacturing, mechanical, 
and mineral industries. Although it is 
true that the greater number of occupa- 
tional diseases develop among employees 
in these groups, nevertheless some of the 
remaining thirty-four million gainfully 
employed workers also have health prob- 
lems deserving of attention. Table | 
presents a summary of the persons ten 
years old and over engaged in gainful 
occupations, by sex and major industry 
groups, for the United States. It is well 
known that the ter million workers in 
agriculture, the more than four million 
workers in transportation, and some of 
the others, also have industrial health 
problems. 


NEEDS OF THE SMALL PLANT 


Workers employed in large establish- 
ments are furnished a certain degree of 
health service. However, the problem is 
made somewhat more difficult because of 
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PERSONS 10 YEARS OLD AND OVER ENGAGED IN GAINFUL OCCUPATIONS, BY 


SEX AND INDUSTRY GROUPS, FOR THE UNITED STATES, URBAN AND RURAL, 1930 


Industry Group 


Total population ...... 
Persons 10 years old and over 


Gainful workers (persons reporting a gainful occu- 


pation) 
Agriculture 
Forestry and fishing 
Extraction of minerals 
Manufacturing and mechanical industries 
Transportation 
Trade: ..... 


Public service (not elsewhere classified ) 
Professional service 


Domestic and personal service 
Industry not specified 


the fact that a large number of our 
workers are employed in small establish- 
ments which have not as yet developed 
a practical plan for providing adequate 
health service. Of a total of more than 
eight million persons employed in manu- 
facturing plants, 62 percent are found 
working in establishments with less than 
500 employees. In a study recently 
completed by the American College of 
Surgeons of 299 companies employing 
almost a million and a quarter workers, 
it was found that establishments having 
1000 or more employees showed a per 
capita cost for medical and compensa- 
tion purposes of $8.42 as compared 
with a cost of $13.52 for the plants hav- 
ing less than 500 workers.* The im- 
portance of this finding is made more 
obvious when the size distribution data 
given above are taken into consideration. 

However, the obstacles associated 
with the development of a complete 
health service for employees in these 
small plants may be solved if the prob- 
lem is attacked in a codperative manner. 
This will imply an increased activity on 
the part of all professions and agencies 
interested in health maintenance, and 
public health officials may play an im- 


*Newquist, M. N. Medical Service in In- 
dustry and Workmen's Compensation Laws. 
American College of Surgeons, Chicago, 1938. 


Total Male Female 


122,775,046 
98,723,047 


62,137,080 
49,949,798 


60,637,966 
48,773,249 


48,832,589 
10,482,323 
270,125 
1,158,064 
14,317,535 
4,438,605 
7,537,026 
1,057,904 
3,425,844 
4,812,098 
1,333,065 


38,053,795 
9,568,347 
266,876 
1,147,770 
11,901,247 
3,990,875 
5,820,642 
934,581 
1,663,049 
1,662,707 
1,097,701 


10,778,794 
913,976 
3,249 
10,294 
2,416,288 
447,730 
1,716,384 
123,323 
1,762,795 
3,149,391 
235,364 


portant part in correlating the activities 
of these various interested agencies. 

When we pause to consider the means 
that may be taken to improve the health 
of the worker, we find that we are con- 
fronted with a series of problems. First, 
the disability and lost time due to occu- 
pational accidents and diseases appear 
very important, because the relationship 
between cause and effect is more evident 
than in the case of nonoccupational dis- 
ability. Although great advance has 
been made in the prevention of indus- 
trial accidents during the past twenty 
years, this form of injury still continues 
to be a major health problem. Studies 
indicate that although we have lowered 
our accident rate, we have not as yet 
approached the irreducible minimum, 
since the records for accidents in certain 
steel companies with the best safety 
practices show a far lower rate than for 
the industry as a whole. Second, it is 
well known that certain occupations are 
associated with poisoning, disease, and 
high mortality. Third, some of our 
workers are found to lack the physical 
capacity to undertake certain types of 
employment. Fourth, absenteeism, due 
to what may be called general diseases 
affecting adults, is found to be exces- 
sively high. 

While accidents, occupational dis- 
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eases, and high occupational death rates 
are impressive, there is no doubt that 
the least dramatic of the problems enu- 
merated herein—the lost time and _ in- 
capacity due to illness—is a most im- 
portant one. A vast amount of wasted 
energy and life due chiefly to prevent- 
able diseases, some of which may be 
contributed by the working environ- 
ment, presents a problem in need of the 
serious consideration of industrial hy- 
gienists. 

Although we have made significant 
progress in the control of certain pre- 
ventable diseases, as is evidenced by the 
declining trend of our death rate in the 
last forty years, we must not lose sight 
of the fact that this saving of life has 
taken place chiefly in childhood and in 
the years of early adult life. No signifi- 
cant increase occurred during this period 
in the average years of life remaining to 
persons of middle and advanced age. 
The death rates from some important 
diseases of adult life have been increas- 
ing, an understandable phenomenon in 
view of the fact that the principal causes 
of death operating in the advanced years 
are primarily chronic. Preliminary data 
from the National Health Survey based 
on surveyed persons of all ages show 
that chronic diseases, including perma- 
nent impairments, alone account for six 
of the ten days of incapacity from illness 
and accidents experienced by the aver- 
age person per year.* With respect to 
sickness and accidents, data just pub- 
lished by the United States Public 
Health Service show in the instance of a 
public utility that on the average 7.5 
days were lost annually by males and 
10.9 days by females. 

All of these facts have an important 
bearing on the industrial health prob- 


*National Health Survey. The Magnitude 
of the Chronic Disease Problem in the United 
States. Preliminary Reports. Sickness and 
Medical Care Series, Bulletin No. 6. Division 
of Public Health Methods, National Institute 
of Health, United States Public Health Ser- 
vice, Washington, D.C., 1938. 
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lem, since we are dealing here with an 
adult population. The health problems 
peculiar to workers as a group may be 
solved by the application of the same 
public health methods which have 
achieved such excellent results in the 
control of specific illnesses among other 
units of our population; for example, as 
in the case of the control of communica- 
ble diseases among school children, Pub- 
lic health action could, therefore, be 
brought to bear upon problems affecting 
the health of the worker by using indus- 
trial groups as a means of approach. 


SOLVING THE PROBLEM 


Government responsibility for safe- 
guarding health rests chiefly with state 
and local agencies. The activities of the 
federal government in the field of indus- 
trial hygiene are confined chiefly to the 
collection and dissemination of data, the 
conduct of field and laboratory investi- 
gations, and the protection of the health 
of federal employees. 

Prior to 1936, most states had con- 
cerned themselves mainly with matters 
of safety, sanitation, employment of 
women and children, and compensation 
of employees following disability. The 
past two years have witnessed a rapid 
development of industrial hygiene ser- 
vices in state and local government, as 
may be seen from a study of the map on 
the opposite page. This development 
has been stimulated, in part, by funds 
allotted to the various states for public 
health activities by the provisions of the 
Social Security Act. The United States 
Public Health Service has, upon re- 
quest, assisted in this program, and to- 
day there are 26 state industrial hygiene 
units actively engaged in this work, 
while 6 others are conducting studies for 
the purpose of determining their needs 
with reference to such a program. How- 
ever, all but 6 of these units were estab- 
lished only two years ago; so they will 
not be in a position to render complete 
or adequate service to industry, labor, 
and other interested agencies until they 
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have greatly increased financial support 
and trained personnel. 

At the present time the industrial hy- 
giene units in this country are confining 
their work chiefly to the evaluation and 
control of occupational diseases. This 
approach is quite logical and obvious 
when we consider the fact that the rela- 
tionship between specific occupational 
diseases and environment is frequently 
more tangible and benefits from control 
are more evident than in the case of 
non-occupational disability. As was 
pointed out earlier, however, occupa- 
tional diseases account for but a small 
percentage of all disabilities experienced 
by industrial workers. 


COSTS OF ILLNESS 


A recent study published by the 
American College of Surgeons shows 
that illness causes approximately fifteen 
times as much absenteeism as do indus- 
trial injuries and occupational diseases 
combined.* Studies made by the United 
States Public Health Service among 
women showed lost time from sickness 
in certain companies to be as much as 
forty times the number of days lost from 
work on account of industrial accidents. 
The costs due to industrial injuries have 
already been noted. And although we 
have no comparable data to show the 
costs for the so-called general illnesses 
in the industrial population, studies such 
as those made by the American College 
of Surgeons indicate that these latter 
costs must be far in excess of occupa- 
tional-disease and accident expenditures. 
Data cited by the Committee on the 
Costs of Medical Care indicate an ex- 
penditure of approximately ten billion 
dollars annually due to illness.** These 


*See footnote page 649. 


**Falk, I. S., Rorem, C. Rufus, and Ring, 
Martha D. The Costs of Medical Care. The 
Economic Aspects of the Prevention and Care 
of Illness. Committee on the Costs of Med- 
ical Care, Publication No. 27. University of 
Chicago Press, Chicago, 1933. 
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economic losses and the social implica- 
tions involved in ill health are indeed 
striking. Compare these monetary losses 
with the one or two million dollars being 
spent for the prevention of industrial 
health hazards. The wide difference 
indicates forcefully the magnitude of the 
present attempt for the protection and 
improvement of the health of the 
workers. 

It would seem, therefore, that if we 
are to improve the general health status 
of this important and large group of our 
population, it will be essential not only 
to control unhealthful conditions in the 
working environment but also to give 
consideration to such factors as proper 
living conditions, nutrition, communi- 
cable diseases, elimination of strain and 
hurry—in fact, a general adult health 
program for our workers. A broad in- 
dustrial health program of this char- 
acter must be closely integrated with 
existing public health activities if it is 
to succeed. 


A SUGGESTED PROGRAM 


Experience has shown that in the 
practice of industrial hygiene the essen- 
tial features of a program should in- 
clude fundamental research, education, 
and the application of research. State 
and local health agencies are by the 
very nature of their organization and 
their responsibility most fitted to carry 
out those phases of the program which 
relate to education and application, 
leaving the investigative phases of the 
work to federal, university, and other 
research agencies. Health officials are 
realizing more and more that through 
the practice of industrial hygiene, the 
general health status of the community 
will be improved. In view of the ex- 
perience of the United States Public 
Health Service in this field, it has been 
possible to recommend a program which 
could be undertaken by the various 
units. 

The first step in such a program is an 
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attempt to define the nature and scope 
of the industrial hygiene problems in 
any given area. Once these problems 
have been defined, the industrial hy- 
giene personnel are in a position to 
evaluate each hazardous exposure and 
evolve the means for its control. Other 
phases of the program include the secur- 
ing of reports of occupational diseases 
and other illnesses and the investigation 
of individual cases of illness when neces- 
sary. In carrying out these plans it is 
recommended that the work be done 
cooperatively. In addition to furnish- 
ing services to physicians, industry, 
labor, and other state agencies, the in- 
dustrial hygiene unit should also serve 
as a source of information to all inter- 
ested in the subject. The value of an 
educational program to acquaint the 
public with the importance of the prob- 
lem cannot be overemphasized. 

At the present time most state indus- 
trial hygiene units employ a very small 


number of personnel—usually a physi- 
cian, an engineer, a chemist, and a sec- 


retary. Even if this number of persons 
was doubled, one could hope only for a 
limited attack on the health problems 
of all the gainfully employed persons in 
any state, unless all of the resources of 
the health department could be drafted. 
This is a perfectly legitimate view of 
the problem, if we pause to consider the 
method of approach which may be em- 
ployed. For example, it is conceded 
that many of the diseases of childhood 
are not directly associated with the 
school environment; yet this fact has 
not deterred our health departments and 
physicians from doing their most effec- 
tive work in the prevention of childhood 
diseases through the medium of the 
school. 

The southern state health officer may 
consider that with the limited number 
of so-called industrial workers in his 
state, industrial hygiene activities are 
not justified. Yet there is no reason 
why these same health departments can- 
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not carry on a program of nutrition, or 
a program for the control of syphilis 
and gonorrhea, tuberculosis, or malaria 
through the industrial groups. By so 
doing, they will be effectively promoting 
public health among a large number of 
people. At present, such programs use 
the home as a means of contact. It 
would seem that this approach of bring- 
ing public health to the factory should 
commend itself from the viewpoint of 
efficiency alone. 


PERSONNEL FOR PROGRAM 


The fact should be stressed that in 
order to carry on any kind of public 
health work in the factory, it is neces- 
sary that the public health workers 
know industry and industrial processes, 
and for this reason the persons expected 
to guide the work most successfully are 
those particularly trained in the field of 
industrial hygiene. As indicated earlier, 
a large portion of those gainfully em- 
ployed who work in small establishments 
have not as yet been provided with a 
satisfactory industrial health service. 
The responsibility of the family physi- 
cian for this phase of the problem must 
not be overlooked. If we are to bring 
public health to our gainfully employed, 
and indirectly to their families, close 
codperation will be needed between the 
industrial hygiene personnel in the state 
health department, the various local 
public health units, and the medical 
profession. 

Public health workers may well raise 
the question concerning the possible 
overlapping between the work of an in- 
dustrial hygiene unit and that now fall- 
ing within the scope of general, public 
health activities, especially in the study 
of those diseases common to both the 
industsial and nonindustrial population. 
It is not suggested that the program 
shall carry on work already being 
done, but rather that it shall supple- 
ment certain public health activities 
with work which is necessary in order 
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that our industrial workers may have 
better health. This may be best accom- 
plished by integrating, as far as is prac- 
ticable, the industrial hygiene functions 
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with other public health activities. 


Epitor’s Note: This is the second in a 
series of articles by Mr. Bloomfield on various 
phases of industrial hygiene. 
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After Recovery, What? 
By HOLLAND HUDSON 


What work is suitable for a patient recovered from tuber- 


culosis? The decision should be made on the basis of 


made a major contribution to case- 

finding in the campaign to control 
tuberculosis. In so doing, they have 
learned at first hand that tuberculosis 
is no abstraction. Tuberculosis is a 
personal calamity that happens to 
people, old and young, poor or well-to- 
do, following exposure to open, active 
cases of pulmonary tuberculosis. Work- 
ers who have firsthand contact with pa- 
tients know that the illness itself is not 
the most devastating element in this 
calamity. No, the major grief to the 
patient and his family is the complete 
disruption of the home for many months, 
perhaps for life. This is true whether 
the patient be the breadwinner, the 
homemaker, or the youthful focus of 
family affection. 

Whether the patient is treated at a 
sanatorium or at home, effective treat- 
ment of the disease begins with is lat.on 
and bed rest. And these begin the pro- 
tracted invalidism of the patient. It is 
an unfortunate paradox in our current 
efforts to control tuberculosis that in 
some cases the recovery of a patient 
may seem a worse blow to his family 
than his death. Several factors con- 
tribute to this state of affairs. First, 
while modern medicine has rendered 
tuberculosis less frequently fatal than 
formerly, no treatment has been found 
to modify effectively the crippling after- 
effects of the disease. Some survivors 
of tuberculous illness, although appar- 
ently well according to external appear- 
ances, are in a sense as truly mutilated 
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specific medical prognosis and expert vocational advice 


as a man with double leg amputations, 
as handicapped in power of self-locomo- 
tion, and far more limited in possibilities 
for self-support. At the other extreme, 
there is the much smaller group of pa- 
tients who have suffered so little tissue 
damage that they may safely resume 
their previous jobs. 


THE PATIENT’S WORK TOLERANCE 


Effective rehabilitation begins with 
the classification of recovering cases by 
the physician—a classification indicat- 
ing those who have barely survived, 
those who are extensively handicapped, 
and those whose physical handicap is 
relatively slight. It is possible to arrive 
at this fairly broad classification only 
by testing the patient’s tolerance for 
work or exercise. Such a procedure has 
abundant medical precedent. Progno- 
sis is a proper function of the physician 
treating tuberculosis and certainly one 
which the nurse cannot assume, because 
the x-ray and clinical history tell the 
story, while external appearance tells 
nothing. It must be remembered, more- 
over, that the family interest is not in 
the condition of the patient’s bacteria 
colony but in the condition of the 
patient. 

Doctors have become accustomed to , 
the fact that public health nurses are 
interested in the diagnosis of tubercu- 
lous patients. A similar curiosity about 
specific prognosis, particularly at the 
time of discharge, is perhaps the most 
tactful and effective method of increas- 
ing medical attention in this direction, 
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While the steps between prognosis and 
suitable placement in a job are long 
ones, they cannot even begin without 
reliable and specific prognosis. There- 
fore, the prognosis at discharge is a good 
point upon which to focus our current 
thinking. 

In all but one state, vocational re- 
habilitation services—operating usually 
in the state department of education— 
are doing a valuable service in preparing 
handicapped persons for suitable em- 
ployment. The fact that little has been 
done for the tuberculous by these re- 
habilitation services is primarily due to 
limitations in funds. Also among the 
prime factors limiting their activity in 
behalf of the tuberculous are the vague- 
ness and over-optimism of prognosis in 
regard to cases whom they have at- 
tempted to serve. Many a state re- 
habilitation agent has learned to his 
sorrow that the term arrested refers to 
the patient’s tuberculous lesion, and pro- 
vides no measure of his work tolerance. 
These rehabilitation workers know jobs 
as few doctors know them, and a num- 
ber of them are learning to work effec- 
tively with physicians treating tubercu- 
losis. A more realistic selection of 
candidates for rehabilitation today is 
coupled with a more practical selection 
of training and employment. The net 
result is more effective rehabilitation 
and fewer relapses. 

In some hospitals, experiments are in 
progress in the prevocational training 
of selected patients while under treat- 
ment. The National Tuberculosis As- 
sociation and several state and local 
associations are engaged in studies of 
what happens to discharged patients, 
particularly those who go to work. 
General interest in the subject of re- 
habilitation appears to be increasing. 

All successful rehabilitation projects 
have one common denominator. Para- 
doxically, it is that each project—being 
based on the special needs of the situa- 
tion—is different from all the rest. 
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Each has been adapted to the locality, 
the group of patients served, and other 
realities which have been patiently and 
shrewdly measured. Ready-made plans 
seldom fit a new situation. Equally es- 
sential is the collaboration of needed 
services—medical, nursing, field, coun- 
seling, training, and placement. The 
specialist who works best with others is 
often the one who is most successful in 
rehabilitation results. The natural al- 
lies of the public health nurse in such a 
collaboration are the tuberculosis 
specialist and the state rehabilitation 
agent. 


WHAT OCCUPATIONS ARE BEST? 


Nurses who have found it necessary 
to make decisions for themselves and 
for their patients have a natural ques- 
tion in mind. They want to know why 
the writer has not more to say about 
which occupations are especially suitable 
for patients. They have learned long 
since that “light outdoor work” is an 
exploded myth. They wonder whether 
sedentary occupations are best. It is 
only possible to stress that extremely 
active jobs with heavy physical exer- 
tion are out of the question for most 
recovered patients, even though a few 
have undertaken them successfully. 
Beyond this point, however, vocational 
prognosis is as dangerous for the ama- 
teur to attempt as is diagnosis by a lay- 
man ‘during the active stage of the dis- 
ease. There is as zood a reason for 
obtaining the assistance of trained vo- 
cational rehabilitation workers in the 
selection of occupations as there is for 
enlisting the services of a competent 
tuberculosis specialist for initial diag- 
nosis. There are many reasons for in- 
dividual prescription for job training 
or placement just as for the individual 
treatment of each active case. 

What can the public health nurse do 
First, she should 
know her state rehabilitation service 
and its workers and refer to them suit- 
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able patients for training and placement. 
Second, she should use her influence at 
all possible times and places for better 
rehabilitation appropriations in order 
that more handicapped persons may be 
served—and better served. “Third, she 
needs to remember that applied mental 
hygiene is the key to adjustment; every- 
thing possible should be done to make 
the recovering patient think of himself 
as a person on his way back to activity 


HREE new sound motion pictures 
on health subjects have been re- 
leased recently, two by the National 
Tuberculosis Association and one—on 
pneumonia serum treatment—by the 
New York State Department of Health. 

One film, entitled, “Diagnostic Pro- 
cedures in Tuberculosis,” is a sound pic- 
ture with running time of about 20 
minutes, available in 16 and 35 milli- 
meter widths, in sound only. This pic- 
ture is intended for physicians. 

The second film, “Let My People 
Live,” is excellent for lay groups. It 
has a running time of fifteen minutes 
and is available in 16 and 35 millimeter 
widths, in sound only. Its theme is 
described by the National Tuberculosis 
Association: 

“A harmonious blend of 100 voices singing 
‘I Know the Lord Has Laid His Hands on 
Me’ opens this unique motion picture. It is 
the Tuskegee choir assembled in chapel where 
Dr. Gordon, played by Rex Ingram who 
played ‘De Lawd’ in ‘Green Pastures,’ is tell- 
ing the students about tuberculosis. Even 
while he speaks, tragedy beckons George 
Baxter, one of the tenors, whose mother is 
dying of tuberculosis. Mary, his sister—but 
you must see and hear the story to appre- 
ciate it!” 

The story covers three episodes 
which show that tuberculosis which is 
neglected ends in death; that tuber- 
culosis which is discovered early and 
given proper treatment is curable; and 
that tuberculosis may be anticipated 
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in which he may be useful and happy. 
‘Fourth, she needs to think of the pa- 
tient’s tuberculosis and his future at 
the same time; to learn about his pre- 
vious education, training, and jobs, and 
to keep these facts in the foreground in 
helping to plan for his future. Fifth, 
she should learn from the doctor not 
merely whether the patient has tubercu- 
losis, or whether he will live, but wheth- 
er he can work. 


and prevented in young people by the 
use of the tuberculin test and the x-ray. 
While the picture was made primarily 
for the Negro audience, the quality and 
appeal are such that it should be en- 
joyed by all groups throughout the 
country. 

Both of these films are now available. 
Consult your state or local tuberculosis 
association or write the National Tuber- 
culosis Association, 50 West 50 Street, 
New York, New York, for prices. 

“Serum to Windham” is the name of 
a new sound motion picture recently 
prepared by the New York State De- 
partment of Health. It is a dramatiza- 
tion of the true life-story of how serum 
was rushed from a New York City hos- 
pital to the bedside of a pneumonia vic- 
tim in a remote snow-bound homestead 
in the Catskill mountains. Its theme is 
the need for prompt diagnosi$ and treat- 
ment of pneumonia. The running time 
is nine and one quarter minutes, and it 
may be obtained in 16 and 35 millimeter 
size. 

Any community within New York 
State interested in using this picture 
through its .motion picture theater 
should write to the State Department of 
Health, Albany, New York. Following 
theatrical distribution in New York 
State, it will be available to health or- 
ganizations and other groups interested 
in obtaining the film. 


How Would You Answer These? 


The answers to the questions which were published in the October issue are 
given below. You will be interested in comparing your own answers with these. 
Send your questions or problems on maternity nursing to Maternity Center Asso- 
ciation, 1 East 57 Street, New York, N. Y. 


For a family living on a minimum 
budget, what articles do you consider 
absolutely essential for a baby’s layette? 


This question has been asked more 
frequently than has any other recently. 
The exact details of the layette will 
vary, not only because of the budget 
available, but also because individual 
taste as well as race and religion will in- 
fluence the selection of articles. The 
climate, seasons, housing, and fuel avail- 
able for heating the home must be con- 
sidered in determining materials re- 
quired for the different garments to meet 
the needs of the baby. 

The following list gives the barest 
layette which would keep a baby cov- 
ered and clean: 


YY yard of outing flannel torn into strips 
6” x 27” makes 3 bands for holding on 
the cord dressing 

48 diapers 24” x 24” 

3 shirts size 2 

3 bands size 2* 

3 squares, good quality 
36” x 36” 

6 quilted pads 11” x 16” 

2 rubber pads 11” x 16” 

3 blankets, soft light weight wool, about 
40” x 40” 


outing flannel, 


How can I explain in simple terms to 
any expectant mother how she will know 
when she is in labor? 


To help an expectant mother recog- 
nize the early signs of labor, it is well 
to explain to her that /abor is the name 
given to the act of nature by which the 


*EpiTor’s Note: These are sleeveless shirts. 
In warmer climates, where the combination of 
band and shirt is too heavy, the band may be 
worn alone on hot days; the shirt alone in 
cooler weather. 


658 


waters, the baby, and the afterbirth are 
expelled from the mother’s body by way 
of the birth canal. 

Labor is divided into three stages: 


The first stage—the stage of opening or 
stretching the mouth of the uterus. 


Second stage—the stage of expelling or 
pushing out the baby. 


The third stage—when the afterbirth is 
pushed out. 


It is important for the pregnant 
mother to recognize signs that the first 
stage of labor has begun, in order that 
she may make the necessary prepara- 
tions, get her doctor and nurse in at- 
tendance, and have the proper care. 

The work of first-stage labor is car- 
ried on by a muscular organ called the 
womb, or uterus. It is the hollow pear- 
shaped organ of menstruation. It re- 
ceives, harbors, and nourishes the fer- 
tilized egg and expels it at the time of 
labor. 

The first step, in this process called 
labor, is for the mouth of the uterus by 
a gradually increasing series of regular 
contractions to stretch open in order for 
the baby to pass out. Every mother 
has observed these contractions from 
time to time, by placing the hand lightly 
on her abdomen at the time when one 
occurs. The contractions are not regu- 
lar nor are they strong enough to cause 
real discomfort. When they become 
regular and strong, they are labor con- 
tractions. When these contractions be- 
come regular, frequent, and last longer, 
more or less pain is felt. This cramp- 
like pain usually begins in the small of 
the back or lumbar region and gradually 
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passes to the abdomen and down the 
thighs. 

At the beginning of labor these con- 
tractions come at intervals of from 15 
to 30 minutes and last only a few sec- 
onds. As labor advances they gradually 
become more frequent, more regular, 
more intense, and last longer. 

The actual amount of pain which is 
felt varies in different individuals. 

Because all women do not experience 
pain with these early labor contractions 
(some women actually have painless 
first stage labor) it is very important 
that the mother understands that there 
are other signs indicating labor has 
begun. 

Real labor contractions — whether 
they are painful or not—cause the cervix 
to open and a blood-stained mucus dis- 
charge to come from the vagina. This 
discharge is called “show.” 

Sometimes at the very onset of labor, 
perhaps even before labor contractions 
begin, the bag of waters may break and 
considerable fluid may escape. 
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Briefly, a woman knows she is in 
labor: 


1. When she has cramplike pain in the small 
of the back and abdomen, which comes and 
goes more or less regularly; and when the 
uterus hardens at the time the discomfort is 
felt. 


2. When she has a blood-stained mucus dis- 
charge called “show.” 


3. When the membranes rupture and there 


is a leaking of fluid which may be a gush or a 
slow trickle. 


The following slip is used by one 
agency. It is given to the patient at the 
time the nurse explains to her how she 
will know that she is in labor. 


When you think your baby is coming 
answer the questions on this slip and 
give it to whoever telephones the doctor 
for you: 

What time did the pains begin? 
How often are the pains coming ? 
Have the waters broken? 

Is there any bleeding? 


1e 
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The Rural Child Who Is Hard of Hearing 


By LAURA STOVEL 


An adequate community program for the conser- 
vation of hearing includes testing, medical care, 
lip-reading instruction, and vocational guidance 


in rural communities comes the 
privilege of helping to establish the 
long neglected hearing-conservation pro- 
gram in county schools. During the last 
fourteen years, city after city and state 
after state have adopted hearing tests as 
a feature of the school health program. 
The work has only started, however, for 
less than two million of thirty million 
school children in the United States now 
receive annual hearing tests. It is only 
within the last two years that any head- 
way at all has been made in the county 
schools. We may thank the Social Se- 
curity Act for a boost in the right direc- 
tion. As a result of the maternal and 
child health provisions of this Act, there 
have been more child health conferences, 
more home visiting by public health 
nurses, and better school health services. 
These services have reached beyond the 
city limits; they have spread to the 
small towns and rural communities. 
The American Society for the Hard 
of Hearing has persistently pointed out 
the need of a hearing conservation pro- 
gram. For fourteen years it has printed 
and distributed information; sent speak- 
ers to educational, medical, and social 
service meetings; appealed to civic clubs 
to lend a hand; conducted exhibits; 
worked for adequate legislation; and in 
general agitated the question of hearing 
conservation until at last its efforts are 
bearing fruit. If the letters which now 
come to the headquarters of the Society 
from county health officers, nurses, and 
county teachers are any indication of an 


Ti: PUBLIC HEALTH NURSES 


awakened ear-mindedness, it seems safe 
to predict that the hearing of rural chil- 
dren will soon receive the attention so 
long withheld. 


SIGNS OF EAR TROUBLE 


How can the public health nurse as- 
sist in bringing about a program of hear- 
ing-conservation? First of all, she may 
help by watching children at home and 
at school for signs of ear trouble. Some 
of these signs are: inattention, frequent 
mistakes in carrying out instructions, 
faulty articulation, mispronunciation of 
words, a habit of turning one ear toward 
the speaker, a monotonous voice, 
habitual failure to respond when ques- 
tioned, or a tired expression before the 
day is half over. These clues may lead 
back to other conditions but they are 
indications to keep in mind. 

A naturalized Italian father wrote to 
the American Society for the Hard of 
Hearing, asking what to do for his boy. 
As the father expressed it, ““We call hem 
abut four, five, six time. Then he all 
says, ‘Hanh?’.” Like that Italian 
father, parent, teachers, and nurses may 
well suspect impaired hearing when chil- 
dren frequently say “What?” 

Telling parents that their child has a 
hearing loss is a delicate mission, for 
there is still an age-old feeling that deaf- 
ness, in any degree, is a humiliation. 
Some parents even go so far as to refuse 
permission for the child to enroll in a 
lip-reading class, believing that such 
enrollment marks him as a defective. 
The same parents would not refuse a 
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crutch for a crippled boy or girl. The 

nurse, through personal interviews, can 
bring to bear the weight of reason in 
such cases and may be the means of 
giving the child with impaired hearing 
the crutch which is to help him through 
school and, later, in business and social 
life. 

Discovering impaired hearing and 
doing something about it are two differ- 
ent things. Information must be spread 
until a demand arises for an adequate 
school program consisting of (1) test- 
ing (2) medical care (3) lip-reading in- 
struction (4) vocational guidance. The 
community must be made to realize its 
responsibility to its children; that “if 
they are to serve society in adulthood, 
surely society must first serve them in 
childhood.””! 

To bring into effect the four-point 
program outlined above, various sources 
may be appealed to for codperation. 
First, the schools must assume responsi- 
bility for the testing and the teaching 
program. Works Progress Administra- 
tion workers have been trained to con- 
duct hearing tests in many localities. 
Adequate training in the use of the 
phono-audiometer for group testing is 
necessary. The nurse may easily learn 
this. The tests will bring to light many 
physical conditions which require 
prompt attention. Again, the public 
health nurse is the logical person to con- 
vince the parents that neglect is crim- 
inal. Diseased tonsils and adenoids will 
be discovered. Parents should always 
be given the privilege of consulting their 
own physicians. For those who cannot 
afford medical treatment, other resources 
must be called into use. In counties 
where there are no clinics for the treat- 
inent of the indigent, civic clubs may be 
appealed to to finance care for these 

children. Kiwanis, Rotary, and Lions 
Clubs have been known to provide funds 
for needed tonsillectomies and other 
medical treatment. 
Although conservation-of-hearing pro- 
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grams in rural schools are still in the 
pioneer stage, there are plenty of guide 
posts. The real pioneering was done in 
city schools, and the same plans, with 
adaptations, may be carried out in one- 
and two-room country schools or in the 
now familiar consolidated schools, 

The detailed program, formulated and 
promoted by the American Society for 
the Hard of Hearing, is given here: 


THE IDEAL PROGRAM 


1. Prevention (medical) through hear- 
ing tests, otolaryngological examinations, 
and treatment. 

2. Education 

a. Instruction in lip-reading in regular 
schools for children who need this additional 
subject in order to keep up with their grades. 

b. Special classes in the regular schools for 
children with hearing losses too marked to 
profit by grade instruction unless aided by 
lip-reading and hearing equipment. 

c. Special training in speech and voice when 
necessary. 

d. Vocational guidance. 


RURAL PROGRAMS 


For an application of this program to 
a rural district, we may turn to Mont- 
gomery County, Maryland. In 1930 a 
4A audiometer, which tests as many as 
forty children at a time, was purchased 
by a women’s club in Silver Spring and 
presented to “the school children of 
Montgomery County.” Back of this gift 
were the untiring efforts of a mother 
who had a hard-of-hearing daughter and 
who was determined to do all in her 
power to help other mothers. and other 
hard-of-hearing children. 

Some testing was done in the follow- 
ing years but it was not until 1935 that 
a thorough testing program was set up 
under the Federal Emergency Relief Ad- 
ministration, under the supervision of 
the school nurse. In 19 county schools 
2971 children were tested. A lip-read- 
ing instructor was appointed to take 
charge and follow up all cases of chil- 
dren who had failed on the 4A tests. 
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Lip-reading classes have been estab- 
lished. The teacher travels by automo- 
bile, spending from one to two hours at 
each school. Four schools are reached 
each day and each group is visited twice 
a week. In the fall of 1937 the county 
school board made arrangements with an 
ear specialist from Baltimore to visit the 
county seat every two weeks, conduct- 
ing ear clinics. The children are brought 
to the clinic by their parents.” 


A CALIFORNIA PROGRAM 


Another rural program which is set- 
ting a record is that of the Mountain 
District of California. The District 
Secretary of the Young Men’s Christian 
Association, a hard-of-hearing man who 
is a member of the board of managers of 
the American Society for the Hard of 
Hearing, investigated for himself to see 
what was being done to prevent deaf- 
ness. One health survey had been made 
but it did not include hearing tests. 
Similar situations were found in the fif- 
teen counties comprising the Mountain 
District, a section as large as the entire 
state of Illinois. The Y.M.C.A. secre- 
tary visited the schools, looking for the 
most obvious cases of deafness. He 
found them—plenty of them. The next 
objective was to purchase an audiometer 
so that all children could be tested in 
order to detect even slight cases of devi- 
ation from the normal so that something 
could be done about them. A personally 
conducted campaign for funds resulted 
in the purchase of a 4A audiometer with 
three trays of head sets. Later two more 
trays were purchased, largely on faith! 

During the school year of 1936-1937, 
29,641 children in 325 schools were 
tested. Of these 1020 showed a loss of 
9 decibels or more in one ear; 412 were 
affected in both ears. Border-line 
cases—those which might develop ear 
trouble through repeated colds or severe 
illness—numbered 2535. Notices were 
sent to the parents of all children in 
these three groups. School nurses helped 
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to follow up cases. The State Depart- 
ment of Public Health examined over 
600 of the affected children. Local 
physicians conducted clinics. 

A committee for hard-of-hearing chil- 
dren has now been organized, for it is 
apparent that only through the united 
work of various agencies and individuals 
will all the problems be solved. The 
counseling service offered through this 
committee represents the State Depart- 
ment of Education, the Parent-Teacher 
Association, the State Department of 
Public Health, hearing-aid manufac- 
turers, Kiwanis International, local 
chapters of the American Society for the 
Hard of Hearing, otologists, audiometer 
technicians, teachers of lip-reading, the 
state rehabilitation bureau, the Pacific 
Southwest Area Y.M.C.A., and numer- 
ous individuals. Truly, this project has 
become a community one.* 


STATE PROGRAMS 


At the present time Massachusetts 
leads the nation as far as comprehensive 
reports on hearing surveys in all sec- 
tions—city, village, and county—are 
concerned. In the school year 1936- 
1937, 160,398 children were tested; 
7659 were found with impaired hearing; 
2986 were given medical examinations 
and treatments; 290 were restored to 
normal hearing; 459 improved under 
treatment; 1069 received lip-reading in- 
struction.‘ In addition to many audiome- 
ters owned by local school departments, 
the State Department of Public Health 
and the Boston Guild for the Hard of 
Hearing (a chapter of the American So- 
ciety for the Hard of Hearing) lend 
theirs for the surveys. 

New York State leads the nation in 
the enactment of legislation to make 
hearing impairment a reportable disease 
and to make annual hearing tests in all 
schools obligatory. A special commis- 
sion, appointed by the Governor, is 
studying all educational problems of the 
deaf and the hard-of-hearing. There 


November 1938 


are plans to present another bill which 
will make the establishment of lip- 
reading classes, when needed, obliga- 
tory.® 

The present trend toward statewide 
plans for the care and education of 
hard-of-hearing children will eventually 
affect rural communities. In the mean- 
time, there is work for all who have 
child welfare at heart. 


INCIDENCE OF HEARING IMPAIRMENT 


When the 4A audiometer was first 
used for school tests, in 1925-1926, as 
many as 14 percent of the children were 
found with hearing below par.® An im- 
proved technique and the insistence on 
quiet rooms for testing have brought the 
average down to 5 or 6 percent in most 
localities, especially those where health 
services have been established. Dr. 
Horace Newhart of Minneapolis, who 
has supervised tests in the rural districts 
of Minnesota, says: 


Defective hearing is definitely more prev- 
alent in rural areas than in communities hav- 
ing an effective school health program. In the 
rural schools adjacent to Minneapolis, accord- 
ing to a survey made as a University of Min- 
nesota WPA project, the incidence of a sig- 
nificant loss of hearing was found to be 13.6 
percent, while for the same age group, as 
tested by the same technique, pupils in the 
city schools showed an incidence of only 5.3 
percent. In this connection it is of interest to 
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note that Minnesota public health nurses care- 
fully testing rural school children by the old 
methods reported on 2.2 percent as having a 
significant hearing loss, as compared with 8 
percent found among Minneapolis school chil- 
dren when the audiometer was first intro- 
duced.? 


Tests are being conducted in both 
urban and rural districts throughout the 
State of Iowa by Warren H. Gardner, 
Ph.D., Examiner for the Hard of Hear- 
ing, Psychological Clinic, State Univer- 
sity of Iowa. His experience in one 
county where economic conditions are 
good, where health services have been 
established for years, and where the 4-H 
Club health activities have lent their in- 
fluence, is that the hearing of children in 
the rural districts is as good as that of 
children in city schools.® 

Regardless of whether the children 
with impaired hearing represent five, ten, 
or fourteen percent of the school popu- 
lation, every child is entitled to the best 
that modern civilization has to offer. 
The public health nurse can do much 


to bring about a square deal for every 
child. 


Epitor’s Note: This is the fourth in a series 
of articles on various phases of the problem of 
deafness, prepared by specialists in this field. 
Previous articles appeared in the March, April, 
and May numbers. An article by Ena G. 
Macnutt on the education of the hard-of-hear- 
ing child will appear in an early issue. 


ing, 1537 35 Street, Northwest, Washington, 
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Zone.” Proceedings of the Seventeenth An- 
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p. 48. 

6 Fowler, Edmund Prince, and Fletcher, 
Harry. “Three Million Deafened School Chil- 
dren.” The Journal of the American Medical 
Association, December 4, 1926, pp. 1877-1882. 

7Newhart, Horace. “Hearing Problems in 
Education.” The Journal of the American 
Medical Association, September 11, 1937, pp. 
839-841. 

8 Gardner, Warren H. “Hearing Tests in an 
Iowa County.” The Laryngoscope, St. Louis, 
Mo., January 1938. 


The children measure the exact distance of 20 feet for the Snellen test 


Nursing Film Teaches Sight Saving 


MEET the increasing demand of 
nurses throughout the country for a 
more exact and thorough understanding 
of eye health—both preventive and cur- 
ative—the National Society for the Pre- 
vention of Blindness has prepared a 
talking-slide film,* “The Nurse’s Re- 
sponsibility for Saving Sight.” The 
health of the eye from prenatal life to old 
age is presented showing the many op- 
portunities which the nurse has to help 
conserve eyesight—in hospital, home, 
school, and industry. Emphasis is placed 
throughout the film on the close inte- 
gration of the eye health program with 
the general health activities common to 
all fields of nursing. 

The production consists of 120 still 
pictures on a film strip synchronized 
with a double-faced record carrying a 
lecture addressed to nurses. As an edu- 
cational device the talking-slide film has 
certain advantages. It consists of a 
series of slides with the addition of a 
phonographic lecture. The film strip 
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and the record are entirely separate and 
may be interrupted at any point to per- 
mit discussion. The running time is 30 
minutes. Although intended primarily 
for nurses, the film contains much that 
is of value to teachers and others inter- 
ested in sight conservation. 

The film has been approved by a com- 
mittee of ophthalmologists, nurses, and 
staff members of the Society. The com- 
plete production—film and record—may 
be purchased from the National Society 
for the Prevention of Blindness for $5, 
plus transportation. It is also available 
for rent at $2.25 a week, plus transpor- 
tation costs, 


*The talking-slide film requires a_talking- 
slide film projector, of which there are several 
makes. In many localities projectors may be 
borrowed from automobile dealers or other 
business firms if purchase is not feasible. The 
talking-slide film is not a motion picture and 
cannot be shown on a motion-picture pro- 
jector. Further information may be secured 
from the National Society for the Prevention 
of Blindness, 50 West 50 Street, New York, 
N.Y. 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


VISITORS AT HEADQUARTERS 


Territorial supervisors of the Metro- 
politan Life Insurance Company visited 
the N.O.P.H.N. headquarters on Sep- 
tember 15. Each member of the staff 
spoke to the group and described her 
part in the general program of the Or- 
ganization, There were informal dis- 
cussions in which the visitors raised their 
questions concerning the National Or- 
ganization. After the meeting tea was 
served by the staff. 


WITH THE STAFF 


Dorothy Deming, Ruth Houlton, and 
Virginia Jones attended the annual 
meeting of the American Public Health 
Association in Kansas City, Mo., Octo- 
ber 23 to 28. On her return from the 
meeting, Miss Deming stopped — in 
Chicago on the 29th to confer with 
Anna L. Tittman, Executive Director of 
the Nurse Placement Service. 

Ruth Houlton participated in several 
state meetings in the Middle West by 
giving talks. On October 11 and 12, 
she spoke at the meeting of the lowa 
State Association of Registered Nurses 
in Waterloo. From there, she went to 
Chicago, Ill., to attend the Silver Jubilee 
meeting of the National Safety Council 
on the 13th and 14th. On the first day 
of the meeting, she presided at the 
luncheon for the Industrial Nursing 
Section at the Blackstone Hotel. She 
went to Hammond, Ind., on the 15th to 
give a talk to the industrial nurses of 
the Calumet Region. The next stop on 
her itinerary was Pierre, S. Dak., Octo- 
ber 17 and 18, to attend and speak at 
the state meeting of the South Dakota 
State Nurses’ Association. On the 19th 
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and 20th, she was in Minneapolis, 
Minn., to speak at the meeting of the 
State Organization for Public Health 
Nursing. 

Evelyn Davis did not go far afield 
during October. On the 3rd, she spoke 
at the opening session of the Montclair 
Junior League in Montclair, N. J. She 
went to Portland, Maine, on October 6 
to conduct a board members’ institute 
at the meeting of the State Conference 
of Social Work. On the 11th, she met 
with the board of the West Chester 
(Pa.) Social Service Society at their 
board meeting. She spent the 13th in 
Brooklyn, N. Y., at the Visiting Nurse 
Association and on October 14, 17, 
19, and 20, she conducted institutes for 
board members from New Jersey, New 
York, Connecticut, and Delaware, in 
New York City under the auspices of 
the Board and Committee Members 
Section of the N.O.P.H.N. October 26, 
27, and 28 were given over to board 
member institutes under the auspices of 
the New Jersey S.0.P.H.N. 

Purcelle Peck attended a meeting of 
the National Committee on Better Care 
for Mothers and Babies in Washington, 
DD. C., on October 1. The following 
week (October 7) she went to Stamford, 
Conn., to discuss the magazine at a joint 
meeting of the staffs of the Greenwich 
Department of Public Health Nursing, 
the Stamford Visiting Nurse Association, 
and other nearby towns. 

Ella McNeil spoke at the dinner meet- 
ing of the State Nurses’ Association in 
Bangor, Maine, on the 10th. 

Virginia Jones spent part of October 
visiting universities in the Middle West 
—October 10 and 11, the public health 
nursing course at Indiana University, 
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Bloomington; October 13, De Sales Col- 
lege, Toledo, Ohio; October 14, Univer- 
sity of Cincinnati, Cincinnati, Ohio; 
October 20, public health nursing course 
at St. Louis University, St. Louis, Mo. 
From the 3rd to the 5th, she partici- 
pated in a group leaders’ institute under 
the auspices of the State Department of 
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Health in Albany, N. Y. From October 
6 to 8, she participated in the program 
of the state meeting of the Indiana State 
Nurses’ Association in South Bend and 
on the 18th, she spoke at the Public 
Health Nursing Section meeting of the 
State Nurses’ Association in Kirksville, 
Mo. 


Committees of the National Organization for Public Health 
Nursing for 1938-1940 


COMMITTEE ON ADMINISTRATIVE PRACTICE 
Marion W. Sheahan, Albany, N. Y., Chairman Marian G. Randall, New York, N. Y. 
Carl E. Buck, Dr.P.H., New York, N. , 2 W. F. Walker, Dr.P.H., New York, N. Y. 
Naomi Deutsch, Washington, = ©. 


Marion Douglas, Hartford, Conn. Ex officio 
Alma C. Haupt, New York, N. Y. 
Agnes Martin, Syracuse, N. Y. Grace Ross, N.O.P.H.N. 


Pearl McIver, Washington, D. C. Dorothy Deming, N O.P.H.N. 
Sophie C. Nelson, Boston, Mass. Dorothy E. Wiesner, N.O.P.H.N 


Olivia T. Peterson, Minneapolis, Minn. Ruth Houlton, N.O.P.H.N., Secretary 
COMMITTEE ON COST ANALYSES 


Winifred Fitzpatrick, Providence, R. I., Chairman 
Mrs. Frederick S. Brinsmade, New Haven, Conn. 
Dorothy J. Carter, Boston, Mass. 

Elizabeth Folckemer, Cleveland, Ohio 

Netta Ford, York, Pa. 

Virginia Lewis, Mt. Kisco, 

Emilie G. Sargent, Detroit, Mich. 

Mrs. Adrian Van Sinderen, Brooklyn, N. Y. 
Marguerite A. Wales, Battle Creek, Mich. 


Ev officio 


Grace Ross, N.O.P.H.N. 

Dorothy Deming, N.O. 4 H.N. 

Ella McNeil, N.O.P.H.N 

Dorothy E. Wiesner, N.O.P. H.N .. Secretary 
Alma C. Haupt, New York, N. Y. 
Thomas Scott, New York, N. Y. 
Sophie C. Nelson, Boston, Bad 


EDUCATION COMMITTEE 


Ruth Hubbard, Philadelphia, Pa., Chairman 
Mary Beard, Ww ashington, 
Mrs. Marion C. Blossom, St. 
Ellen L. Buell, Syracuse, N. Y. 
Dorothy J. Carter, Boston, Mass. 

Naomi Deutsch, Washington, D. C. 
Margaret E. Dizney, Washington, D. C. 
Elizabeth G. Fox, New Haven, Conn. 
Harriet Frost, New York, N. Y. 

Helen S. Hartley, Stockton, Calif. 
Marion G. Howell, Cleveland, Ohio 
Johnson, Milwaukee, Wis. 

oe LaForge, Birmingham, Ala. 

Pearl McIver, Washington, D. C. 

Lois Mossman, Ph.D., New York, N. Y. 


Louis, Mo. 


r 


George C. Ruhland, M.D., W 
Isabel M. Stewart, New York, 

Charles C. Stillman, Columb: 

Marie E. Swanson, Albany, N. Y 

Elnora E. Thomson, Portland, Oreg. 

Anna L., Tittman, Chicago, II. 

Katharine Tucker, Philadelphia, Pa. 

Mrs. Bedford Neal Riddle, Akron, Ohio 


Ex officio 


Grace Ross, N.O.P.H.N 
Dorothy Deming, N. O. H.N. 
Virginia Jones, N.O.P.H.N., Secretary 
Claribel A. Wheeler, N.L.N.E. 


ELIGIBILITY COMMITTEE 


Bosse B. Randle, Chairman 
se Reid, New York, 

h Wood, Brooklyn, N. y 


Ex officio 
Grace Ross, N.O.P.H.N. 
Dorothy Deming. N.O.P.H.N. 
Virginia Jones, N.O.P.H. Secretary 
Claribel A. Wheeler, N.L.N.E. 


JOINT COMMITTEE ON COMMUNITY NURSING SERVICE 


Mrs. Elsbeth H. Vaughan, Duluth, Minn., 
Chairman 

Lulu St. Clair, Executive Secretary 
Lyda Anderson, Detroit, Mich. 

ary E. G. Bliss, New Yoru, Y¥. 
Mrs. Chester K. Brooks, Shaker Heights, Ohio 
Mrs. Saidie Orr Dunbar, Washington, D. C. 
Alma C. Haupt, New York, 
Marion G. Howell, Cleveland. Ohio 
Mrs. Henry James, New York, N. Y. 
Mrs. Robert McClellan, Cambridge, N. Y. 
Sophie C. Nelson, Boston, Mass. 
Grace L. Reid, Rochester, N. Y. 
Mrs. Loring G. Robbins, Pittsfield, Mass. 
Mrs. Arthur Spiegel, Chicago, III. 
Elizabeth Stringer, Brooklyn, N. Y 


Consultants 


W. W. Bauer, M.D., Chicago, III. 
George W. Kosmak, M.D., New York, N. Y. 


C. W. Munger, M.D., New York, N. Y. 
C. Ruhland, M.D.., Washington, D. C. 
. Shipley, M.D., Brooklyn, 


Ex officio 
N.O.P.H.N. 
Mrs. Frederick S. Dellenbaugh, Jr., Boston, Mass. 
Grace Ross 
Dorothy Deming 
Purcelle Peck 
Evelyn K. Davis 


A.N.A. Representatives 
Major Julia C. Stimson 
Mrs. Alma C. Scott 
Mary M. Roberts 


N.L.N.E. Representatives 

Grace Warman, New York, N. Y. 
Nellie X. Hawkinson 

Claribel A. Wheeler 
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JOINT COMMITTEE ON HEALTH INSURANCE 
Elnora Thomson, Portland, Oreg., Chairman Sophie C. Nelson, Boston, Mass. 
N.O.P.H.N. Representatives Ohvia T. Peterson, Minneapolis, Minn. 


Elizabeth Folckemer, Cleveland, Ohio 
Netta Ford, York, 


Marion Sheahan, Albany, N. Y wineceong 
Major Julia C. Stimson, A.N.A. 
A.N.A. Representatives Mrs. Alma C. Scott, A.N.A. 
Mary E. G. Bliss, New York, N. Y. Grace Ross, N.O.P.H.N. 
Mabel M. Dunlap, Moline, Ill. Dorothy Deming, N.O.P.H.N 


JOINT COMMITTEE TO OUTLINE THE PRINCIPLES AND POLICIES FOR THE CONTROL OF 
THE SUBSIDIARY WORKERS IN THE CARE OF THE SICK 

Ella Hasenjaeger, Belleville, N. J., Chairman Alice E. Snyder, New York, N. Y. 

Mary I. Bogardus, Chicago, 

Blanche Edwards, New York, N. Y. Ex officio 

Netta Ford, York, Pa. 

Virginia J. W. Haw, Brookline, Mass. Grace Ross, N.O.P.H.N. 

Louise Knapp, Detroit, Mich. Dorothy Deming, N.O.P.H.N. 

Helen Leader, Philadelphia, Pa. Major Julia C. Stimson, A. _ A, 


Edna E. Peterson, St. Louis, Mo. Mrs. Alma C. Scott, A.N./ 
Mrs. Loring G. Robbins, Pittsfield, Mass. Nellie X. Hawkinson, N.L. N. E, 
Lulu St. Clair, New York, N. Y. Claribel A. Wheeler, N.L.N.E. 


REVISION COMMITTEE 
Ella Pensinger, White Plains, N. Y., Chairman Geraldine Hiller, New Rochelle, N. Y. 
Hazel Corbin, New York, N. Marguerite Prindiville, Sc: arsdale, 


Gladys Crain, Boston, Mass. Irma E. Reeve, New Haven, Conn. 
Eleanor Mumford, New York, bis Margaret Reid, New York, N. Y. 
Mary D. Forbes, New York, we Y. Mathilda Scheuer, Philadelphia, Pa. 
Ruth Gilbert, Hartford, Conn. 


Hortense Gruber, New York, N. Y. Ex officio 
Elizabeth Guilford, New York, | ee Grace Ross, N.O.P.H.N. 
Hortense Hilbert, Washington, D. C. Dorothy Deming, N.O.P.H .N. 


RECORDS COMMITTEE 


Katharine Peirce, Boston, Mass., Chairman Marion W. Sheahan, Albany, N. Y. 

W. F. Walker, Dr.P.H. -» New York, N. Y. 
‘arl E. Buc yr ew Yor BE. Emma Winslow, Ph.D. 

Elizabeth M. Culver, Greenwich, ashington, D.C. 
Margaret E. Dizney, W ashington, Ex officio 


Ruth Fisher, Plain eld, N. Grace Ross, N.O.P.H.N. 

Marie L. Johnson, New York, N. Y. Dorothy Deming, N.O.P.H.N 

Mrs. Carl Pomeroy, Montclair, 5 ‘3 Ella McNeil, N.O.P.H.N. ‘ 
Marian G. Randall, New York, N. Y. Mabel Reid, N.O.P.H.N., Secretary 


ADVISORY COMMITTEE ON VOCATIONAL GUIDANCE 


(Incomplete) 

Chairman to be appointed Ernesti 
Naomi Deutsch, Washin ton, D. C. rnestine Wiedenbach, New York, N. Y. 
E, Dalbey, Spring dd, 

ma C, Haupt, New Yor 
Tex. Ba oficie 
Arch Mande ew York, N. Grace Ross, } 
Mrs. Arthur Spiegel, Chicago, Ill. Ruth Houlton, N.O.P.H.N 
Elnora E. Thomson, Portland, Oreg. Major Julia C. Stimson, ~ N.A. 
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Tue Nurse and IpustRiAL HEALTH 


INDUSTRY COMBATS SYPHILIS 


trol of syphilis was successfully used by the Waverly Press and The 

Williams and Wilkins Company* in Baltimore, Maryland. The plan for 
making Wassermann tests was interpreted to the 275 employees through an article 
in the June issue of The Kalends, the house organ of the Waverly Press. Under 
the caption, “No News is Good News,” the July issue described the gratifying 
results of the program and commended fellow-employees for their response. It 
also announced that the company would pay the cost of future retesting, upon 
request of an employee. Factors which probably contributed to the success of 
the campaign were the careful explanation of the purpose and plan of the program; 
the persuasive—rather than mandatory—tone of the appeal; the promise that re- 
sults would be kept confidential with the doctor; and the reassurance that a posi- 
tive test would not mean dismissal if the employee codperated in his treatment. 


A UNIQUE METHOD of introducing to employees a program for the con- 


The two articles to employees which appeared in The Kalends are reprinted 


here: 


WE JOIN THE ANTISYPHILIS CRUSADE 


ITY AND STATE departments of 

health throughout the country are 
asking the aid of industry in their cam- 
paign against syphilis. In Baltimore 
two large companies are at present work- 
ing with the city health department to 
this end. It is the wish of the Balti- 
more City Health Department as ex- 
pressed to us by the Commissioner of 
Health, Dr. Huntington Williams, that 
our organization should be the third to 
join this crusade. 

Certainly it seems logical for us to 
take such a step. Our close association 
with the medical profession, our keen 
interest in high individual efficiency, and 
our generally progressive attitude all 
point to the desirability of our group’s 
lending its energies to erasing this 
shadow from the land. Since we printed 


*This is a dual organization composed of 
the Waverly Press, a printing company, and 
The Williams and Wilkins Company, a pub- 
lishing company. The two have an interlock- 
ing directorate and work together. 


Dr. Parran’s book* most of us are famil- 
iar with the true story of syphilis: that 
it is plain silly to think of it as a word 
to be mentioned only behind a cupped 
hand; that it is a disease to which per- 
sons are subject, precisely as they are 
subject to pneumonia, regardless of any 
“fault” or “blame”; that affliction with 
syphilis is by no means invariably asso- 
ciated with misconduct; that such 
affliction is by no means necessarily a 
stigma. We know too that it reduces 
our effectiveness, that it crops up in 
later life to render us virtually useless 
and that it can, if properly and prompt- 
ly treated, be cured. 

The Waverly Press and The Williams 
and Wilkins Compary therefore join 
forces with the Baltimore City Health 
Department in the battle against this 
scourge, Our plan is simple, effective, 
and cannot be objectionable to any 


* Parran, Thomas. Shadow on the Land. 
Reynal and Hitchcock, New York, 1937. 
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thoughtful person. It will be under the 
complete control of Dr. J. A. Chatard 
acting as medical director for our com- 
pany. Once a year Dr. Chatard will 
take a specimen of blood from every 
member of our organization. These 
specimens will be tested in the bureau 
of laboratories at the City Health De- 
partment. The results of these tests 
will be held in the strictest confidence 
between the individuals and Dr. Cha- 
tard. The management will not know 
them at all. 

Anyone whose test is positive may 
obtain treatment from his or her family 
physician, or, if this cannot be afforded, 
from the free clinic operated by the 
health department, which is prepared to 
treat with skill equal to any. Dr. Cha- 
tard will be kept informed by the family 
physician or the clinic as to the regu- 
larity and progress of the treatments. 
Only if a person ceases treatment before 
the end of the course of treatments has 
been reached, will Dr. Chatard report 
to the management of our company. 
Our policy is to deny no one employ- 
ment because he has a positive test, so 
long as he continues proper treatment. 

This all seems fair enough. We are 
not interested in prying into people's 
personal affairs. We respect the condi- 
tion of confidence between patient and 
physician. We do not choose, however, 
to assume responsibility for anyone so 
short-sighted as to refuse needed treat- 
ment. Since our policy is to give em- 
ployees steady, permanent employment 
up to and often past the normal retire- 
ment age, we have a keen interest in 


UR COMPANY has the distinc- 

tion of being the first in Baltimore 
to do a 100 percent job in the sero- 
diagnostic laboratory testing for syphi- 
lis. Three other companies are now 
testing new employees only but our ex- 
amination recently completed included 


INDUSTRY COMBATS SYPHILIS 
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their health. 


An incompletely cured 
case of syphilis can and usually does 
crop up in middle or old age as heart 
trouble, mind trouble, and in many other 
ways affecting ability and productivity. 
Hence our insistence on treatment that 
is complete. 

New employees will be tested in the 
same fashion as part of our employ- 
ment routine. But no one otherwise 
qualified will be denied a job with us 
because of a positive test so long as 
adequate and uninterrupted treatment is 
taken. 

To summarize our plan: 

1. Entire program under the direction of 
our friend and neighbor, Dr. J. A. Chatard. 

2. Test for all new employees. 

S. Test for every member of our organiza- 
tion once a year. 

4. Results of tests known only to Dr. 
Chatard and the individuals. 

5. Treatment by family physician to be paid 
by the individual, or by free clinic at patient’s 
choice. 

6. Continuity of employment affected only 


if treatments are refused or stopped prema- 
turely. 


In the near future each person will be 
notified of the time that he or she is to 
report for the taking of a blood speci- 
men. Dr. Chatard will use our con- 
ference room for this purpose. Only 
one person will be taken at a time. As 
most of us know, the taking of a blood 
specimen is a very quick and painless 
procedure that need in no way be 
dreaded. 

Let us set an example for the rest of 
the city in this fight against syphilis 
which can only be won by 100 percent 
codperation. 


every one of the 270 members of the 
dual organization. Dr. Huntington 
Williams, Commissioner of Health of 
the Baltimore City Health Department, 
expresses himself as being very much 
pleased with this showing. 

We can well be proud of the results 
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of this test. First there is a certain 
amount of satisfaction in being pioneers 
in a worth-while cause. Then the fine 
codperation given by the group is some- 
thing that not every plant could boast 
of. This codperative spirit was solely 
responsible for making the test 100 per- 
cent and it is appreciated. But best of 
all was the clean bill of health which 
the examination gave us—less than 2 
percent positive tests in 270 people. 
That is something to really shout about 
when statistics show that from 5 to 10 
percent positives have been found in 
other groups. 

Needless to say, those of us who did 
not hear from Dr. Chatard had a nega- 
tive test and those who did hear from 
him are known only to Dr. Chatard and 
will continue on this basis so long as 
they continue adequate treatment. 

Our next thought should be for the 
future. We have made a grand start 
and want to hold the ground that we 
have gained. As originally planned, all 
new employees will be tested as a rou- 
tine matter. None in a noninfectious 
condition even though they have a plus 
test will be denied employment provided 
they take and continue proper treat- 
ment. Both Dr. Williams and Dr. Cha- 
tard question the need of an annual 
exmination for all regular members of 
the organization. They feel that the 
cost and time required is not justified 
by the findings and furthermore that 
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such an examination does not accom- 
plish all that we are after. 

The ideal condition of course is to 
keep free of syphilis but the next best 
thing is for anyone who is the least bit 
in doubt about his or her condition to 
have a test made and if indicated to 
start treatment at once. When this is 
done a cure is virtually assured. When 
precious time is lost a cure is not as 
certain. This explains why the annual 
examination falls down. If such an 
examination is depended on it is pos- 
sible to lose 364 valuable days and re- 
duce the chance of cure proportionately. 

We don’t want to get neurotic on the 
subject and imagine all sorts of terrible 
things that don’t exist but we do want 
to keep the danger of syphilis in mind 
and have a test made if we think that 
there is a chance of infection. This is 
so fundamentally important to the suc- 
cess of the whole program that the com- 
pany will stand the cost of the tests. 
Anyone wishing at any time to make 
such a checkup need only apply to Dr. 
Chatard. 

If this is done by everyone consist- 
ently, instead of our group’s being 1.8 
percent positive we will eventually ap- 
proach zero as a limit; and if all other 
industrial groups would do the same 
thing syphilis would be virtually elim- 
inated from this country. And that is 
worth working for. 


W.M.-P. 


HELP WANTED, PLEASE 


This new section on “The Nurse and 
Industrial Health” needs an appropriate 
heading—something similar to the line 
drawing on page 671. Are you an artist, 
or have you a friend who could make a 
simple black and white drawing in India 


ink on glossy paper? A year’s subscrip- 
tion to the magazine will be awarded to 
the first person sending an acceptable 
drawing. The title of the section may 
or may not be included in the sketch. 
This offer closes on December 1. 


See page 648 for the second article of the J. J. Bloomfield’s series on “Industrial Hygiene and the Nurse.” 
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A HEALTH SERVICE IN A TEACHERS’ COLLEGE 


By CATHERINE VAVRA 


A fourfold program teaches the 
student to protect his own health 
and that of his future pupils 


HE HEALTH SERVICE in a 
teachers’ college falls into four dif- 
ferent categories. The first phase 
of the health program is the detection of 
defects through the annual physical ex- 
amination, and the subsequent correc- 
tion of these conditions through con- 
sultation with the individual’s own fam- 
ily physician. The second phase of the 
program is one of prevention of disease. 
Vaccination for smallpox and for typhoid 
fever is made available. The Mantoux 
test, followed by x-rays of positive re- 
actors, is used in our search for active 
cases of tuberculosis; the Wassermann 
test in the discovery of syphilis. There 
is a close follow-up of contacts in cases 
of communicable diseases. The third 
phase of the program, which is really the 
most important because of its far-reach- 
ing results, is the education of the stu- 
dents in health matters so that they will 
be able to codperate with parents in 
teaching good health habits to the young 
children under their care. The fourth 
phase is the maintenance of a healthful 
school environment. 

The State Teachers College at Duluth, 
Minnesota, gives health service to its 
532 students, of which two thirds are 
women and one third are men. 

In order to accomplish our aims, we 


have a health committee composed of 
the deans of both men and women, the 
members of the physical education de- _ 
partment, the president of the college, 
and the staff of the health service de- 
partment. This group, composed of 
faculty and medical advisers, meets to 
discuss the health program and to estab- 
lish the policies of the health service. 
By having the faculty members meet 
with the medical advisers it is possible 
to have a free discussion of both the 
educational and medical aspects of a 
problem. In this way, also, the health 
service keeps in close touch with the 
faculty members, and they codperate 
very well in reporting students who are 
ill or who need help on health problems. 
Students who are doing poor school 
work are often found to be spending too 
much time working outside of school or 
to be under par physically. By plan- 
ning together on such cases, the faculty 
members are able to help the student 
change his daily program so that he may 
improve in his school work and main- 
tain his health at the same time. 
Faculty members occasionally report 
to us individuals who are not adjusting 
well to their problems. They may be 
depressed, continually on the defensive, 
antagonistic, or indifferent. On talking 
to the individual we may find him work- 
ing under severe nervous strain because 
of fear of not doing as well as a brother 
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or sister, or of not passing at all, or of 
not doing as well as his parents expect. 
These difficulties can frequently be elim- 
inated with a little understanding help 
by the faculty members. 

The staff of the health service con- 
sists of a full-time public health nurse, 
a part-time physician for men, and a 
part-time woman physician. The de- 
partment set-up includes a dispensary 
and nurse’s office combined, a doctor's 
examining room, and three rest rooms— 
two for women and one for men. 


CARE OF STUDENTS’ HEALTH 


Each year all students have medical 
examinations, and a permanent health 
record is kept. This record gives a com- 
plete picture of the individual's health 
during the years he remains in school, 
because each visit to the health service 
is recorded, giving the reason for the 
visit and the advice or treatment given. 
All illnesses are recorded, as well as the 
correction of the defects found in the 
physical examination. 

After the examinations are completed 
in the fall, each student with a defect is 
called into the nurse’s office for a con- 
ference. The student’s health record is 
gone over with him and the doctor's 
findings are explained, so that he under- 
stands exactly what his own health 
status is. This is the first thorough 
physical examination which many of our 
students have ever had and it is a new 
experience in which they are very much 
interested. Since our students are of 
college age, we treat them as young 
adults who will assume responsibility for 
their own health. 

Each of the college physicians is at 
the college for an hour once a week for 
consultation and follow-up. 

The student is advised to see his fam- 
ily physician about the defects that have 
been found and to tell his parents about 
the results of the examinations. Many 
students are found to need glasses; many 
need care of their teeth; a number do 
not eat correctly, or work too many 
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hours in addition to trying to carry a 
full school load. Of course as these con- 
ditions are discovered, the student is 
consulted and a more. satisfactory 
schedule is worked out. We consider 
that this follow-up contact with each 
individual is the most satisfactory way 
of interesting the student in his own 
health. 

Instances are found of boys who play 
instruments in orchestras five or six 
nights a week until late at night and 
find themselves becoming tired and los- 
ing weight. These boys in every case, 
after being shown the folly of losing 
their health for the sake of extra spend- 
ing money, have limited their playing 
to two nights a week over the week-ends. 

Those students who are found to have 
heart defects or other disabilities which 
interfere with their taking the regular 
required physical education work are 
given modified activities. This respon- 
sibility rests with the physical education 
department, upon the advice of the 
physician. Each individual is consid- 
ered separately to determine the extent 
of his disability, and an activity given 
him according to his needs. For in- 
stance, a student with a certain heart 
defect may take archery or ballroom 
dancing when basketball would not be 
allowed. In competitive sports, also, the 
students who are planning to play are 
always given physical examinations be- 
fore they are allowed to enter the group. 

All students who are ill report to the 
nurse for advice or treatment of emer- 
gencies. Sick students are advised to 
go home to bed and have medical care. 
If the sick student’s own home is out of 
town, the nurse visits him at his home 
at the college and if necessary gives 
care and helps him to secure a physi- 
cian. In this way it is possible to keep 
a close watch on all illness and to be 
alert to possibilities of the spread of 
communicable diseases. The college has 
been extremely fortunate so far in hav- 
ing had only a single case of scarlet fever 
in the past three years. When an indi- 
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vidual has an acute cold, he is advised 
to stay in bed for at least a day or two, 
and more if necessary. This plan de- 
creases the spread of colds in the school. 


PROGRAM FOR PREVENTION 


The second phase of the health pro- 
gram—the prevention of disease—is of 
course closely interwoven with the pro- 
gram just described for care of the stu- 
dents’ health. Each year many students 
who have not been vaccinated against 
smallpox enter the college. And since 
the presence of a large proportion of 
susceptible individuals in a community 
provides a favorable situation for an 
epidemic of the disease, vaccinations are 
offered to the students for the cost of the 
vaccine. The response of the students 
is always good because in the hygiene 
classes they are learning the value of 
prevention of disease and are glad of the 
opportunity to practice what they are 
learning. Typhoid fever vaccinations 
have also been made available during 
the past year. Wassermann tests are 
made upon request. 

The Mantoux test is given each year 
to all those who wish it, and every indi- 
vidual whose reaction is positive is ad- 
vised to have a chest x-ray. 


EDUCATING FUTURE TEACHERS 


The third phase of our health program 
is giving these young teachers adequate 
scientific information on health through 
the courses in hygiene, zoology, anat- 
omy, physiology, psychology, and men- 
tal hygiene. The demonstration and 
practice of methods of presenting health 
information to young children are in- 
cluded in their three-months’ period of 
practice teaching under the supervision 
of the teachers in the demonstration 
school. When the children have their 
health inspection by the nurse, the stu- 
dent teachers observe and assist with the 
procedure. 
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The course in hygiene, which is partly 
taught by the nurse, has three purposes: 
(1) to help the student form good health 
habits and understand the reasons for 
such practices (2) to acquaint him with 
the physiological differences between 
adults and children (3) to prepare him 
for teaching health to children. 

He learns about the causes and symp- 
toms of communicable diseases, how 
they are transmitted, and what measures 
can be taken to prevent their spread. 
He learns which diseases can be pre- 
vented by immunization and when these 
measures should be given. 

Throughout the course, the needs of 
the school child are emphasized so that 
the young teacher understands the hy- 
giene of the school-age child as well as 
that of adults. He is also taught some 
first aid in the hygiene course so that 
he will know the principles of the proper 
care of emergencies. 


HEALTHFUL ENVIRONMENT 


The health service codperates closely 
with the deans of men and women in 
setting the standards for the living quar- 
ters of students outside the dormitory. 
Each year the houses are inspected by 
the nurse and deans to be sure that the 
lighting is adequate for studying, the 
beds satisfactory, and the cooking facili- 
ties—for those doing light housekeep- 
ing—satisfactory. The students who 
are working part time are advised to 
carry one less subject than those who 
are not working. 

Through these activities of formal 
teaching and actual demonstration of 
modern methods of prevention, diag- 
nosis, and treatment of disease, it is 
hoped that the students will be able to 
handle health problems in the most sat- 
isfactory way. 


Adapted from a radio address given over 
station KDAL, Duluth, Minnesota. 


See also “The Rural Child Who Is Hard of Hearing,” page 660. 


SOCIAL HYGIENE NURSING TECHNIQUES 
A Manual of Procedure in the Diagnosis, Treat- 


ment and Public Health Control of Syphilis 

and Gonorrhea. 

By Nadine B. Geitz. 82pp. American Social Hy 
giene Association, 50 West 50 Street, New York, 
1938, Publication No. A-101. 25c¢ plus 5e post 
age. 

Essentially, this pamphlet is a clinic 
manual, fully half of its sixty odd pages 
being devoted to a description of clinic 
procedures. The author, who formerly 
acted as a nursing supervisor in the De- 
partment of Health of New York City, 
states that most of the procedures de- 
scribed are those used in New York 
City and will need to be varied to suit 
local conditions elsewhere. Nurses who 
assist in clinics for syphilis and gonor- 
rhea undoubtedly will find this manual 
a useful guide. Appendices give record 
forms used by the health department 
and the Works Progress Administration 
of New York City. A list of materials, 
facilities, and services of the American 
Social Hygiene Association is also to be 
found at the end of the booklet. 

The first chapter states briefly the 
history and epidemiology of syphilis, 
gonorrhea, and other less frequent forms 
of venereal disease. The manual in- 
cludes very little concerning the func- 
tions of the nurse outside the clinic. It 
is increasingly recognized that public 
health nurses in all types of service, if 
they have adequate knowledge, may be 
among the most effective assistants in lo- 
cating new cases, securing examination 
of contacts, and keeping patients under 
treatment. Hence it seems unfortunate 
that these phases of the work are not 
more fully discussed in a social hygiene 
manual for nurses. R. H. 


EDITED BY 
ELLA E. McNEIL 


© 
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MONEY RAISING—HOW TO DO IT 


By Irene Hazard Gerlinger. 31lpp. Suttonhouse, 
New York, 1938. RP 


To any person interested in “sharing 
with people the great privilege, joy, and 
dignity of giving” and in raising money 
for any cause—social service, religion, 
politics, music, education, the arts—this 
book should prove provocative of 
thought even though the author writes 
it from the viewpoint of a volunteer and 
primarily for struggling institutions 
which cannot have professional fund- 
raising help. Some may disagree on 
minor suggestions; for example, that 
chests should have tax support and that 
there should be a citywide appeal for 
churches. But there are plenty of ideas 
to help the “sons of Martha,” so called 
by Herbert Hoover in his foreword. The 
excellent bibliography at the end should 
also prove valuable to executives and 
board members who need to secure com- 
munity money for their enterprises. 

Harry M. Carey 
Providence, Rhode Island 


TUBERCULOSIS CLINIC MANUAL 


A Report of the Committee on Clinic Standards of 
the National Tuberculosis Association. 


By Herbert R. Edwards, M.D. 57pp. National 


Tuberculosis Association, 50 West 50 Street, 
New York, 1938. 50c. 


Within the compass of the 57 pages 
of the manual, the Committee on Clinic 
Standards has succeeded in embrac- 
ing the essential elements of modern 
tuberculosis clinic practice. In addition 
to the data derived from a study of 
clinic services in the United States, prac- 
tical information is offered on all as- 
pects of clinic management from the ar- 
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rangement of clinic space to the realiza- 
tion of the opportunities for lay and pro- 
fessional education through the facilities 
of a well conducted clinic. Sound advice 
is given on the effective codrdination of 
the efforts of health and social agencies 
in finding the case early and applying 
the most expeditious measures to pre- 
vent further dissemination of infection. 

The manual should be of value to 
agencies contemplating establish- 
ment of clinics, to existing services in 
modernizing clinic practices, and to all 
community health workers who are di- 
rectly or indirectly charged with the re- 
sponsibility for the treatment and pre- 
vention of tuberculosis. Public health 


nurses will be interested in the viewpoint 
of the committee on the relative merits 
of specialization and generalization in 
tuberculosis. 


Vio_et H. Hopcson 
Ithaca, New York 


INTO THIS UNIVERSE 
The Story of Human Birth. 


By Alan Frank Guttmacher, M.D. 366pp. 
Viking Press, New York, 1937. $2.75. 


The 

As packed with authoritative infor- 
mation as a textbook, /nto This Universe 
is as reluctantly laid aside as a popular 
mystery story. Indeed it deals with 
mystery—the amazing rites and folklore 
of that most ancient, branch of medicine, 
obstetrics. 

Beginning with a realistic and accu- 
rate description of the “fascinating mix- 
ture of medieval science and pure, un- 
ashamed magic ‘surrounding the preg- 
nancy and accouchement of one Madame 
Du Puis, an imaginary woman of Paris 
in the year 1548, the author traces the 
development of obstetrical science to the 
best practices of the present day. He 
takes the public into his confidence with 
respect to the dangers that still beset the 
way of the pregnant woman and places 
firmly in the hands of would-be parents 
their share of the responsibility for mak- 
ing childbirth safer. He compares the 
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practices of this and other countries, par- 
ticularly Scandinavia, where the mid- 
wife functions so effectively. He dis- 
cusses the possibilities of such a system 
for the United States, as compared with 
the replacement of the general practi- 
tioner by the obstetrical specialist. 
Students as well as laymen will find 
this book interesting and profitable read- 
ing. It can be recommended without 
reservation to intelligent young people 
of both sexes, future parents whose co- 
operation is needed to bring about that 
time when “the advent of the newborn 
will be free of danger, bereft of pain, 
and deprived of inconvenience—a tri- 
umphal entrance into this universe.”’ 
VerA F. Hickcox 
New York, New York 


PSYCHIATRIC NURSING 
By William S. Sadler, M.D., in collaboration with 
Lena K. Sadler, M.D., and Anna B. Kellogg. 


433pp. C. Mosby Company, St. Louis, 
1937. $2.75. 


This text deals primarily with the 
various kinds of functional mental dis- 
eases. Only one chapter deals with men- 
tal diseases of an organic nature. 

The author divides his material into 
four parts. Part I presents the general 
considerations in psychiatric nursing. 
Chapter I, which includes the history 
of psychiatry and a brief account of the 
mental hygiene movement, is well writ- 
ten but is rather brief for such a compre- 
hensive overview. The differentiation of 
nervous disorders as discussed in this 
chapter is outstanding in its clarity. 
Chapter II on the anatomy of the ner- 
vous system might be omitted, as stu- 
dents of nursing should have gained a 
fair knowledge of this material both 
from their introduction to psychology 
and from their anatomy and physiology 
courses. The same observation might be 
made of the chapter on the endocrine 
system, although if the connection be- 
tween the endocrines and mental illness 
were clarified in more detail, the chapter 
would have more value in such a text. 
The remaining chapters in Part I con- 
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tain much valuable material which serves 
as an introduction to the practice of psy- 
chiatric nursing. 

Part II deals in detail with the neuro- 
ses and their characteristics and is well 
written. The material pertaining to per- 
sonality, methods used as escapes from 
reality, and suggested theories as to the 
possible causes of the neuroses makes a 
fine background for the study of the 
neuroses. 

Part III deals with the psychoses and 
gives valuable information concerning 
the various types of psychoses under 
such captions as emotional reaction 
types, defective reaction types, and toxic 
mental diseases. Organic reaction types 
are considered briefly. There is also 
some attempt made to discuss special 
problems and therapies in connection 
with specific types of mental disease. 

Part IV deals with psychotherapeutics. 
This section might have included more 
of the nursing care of patients as applied 
to specific forms of mental disease since 
the book is called Psychiatric Nursing. 
In general, descriptions of disease symp- 
toms are given a rather prominent place 
in this text, which has for its purpose the 
teaching of nurses. 

This text, however, gives an unusually 
complete picture of the neuroses, a topic 
which often receives scant consideration 
in dissertations on mental disease. 


Marion J. Fazer, R.N. 
Chicago, Illinois 


HOW TO CARE FOR THE BABY 
By Violet Kelway Libby; Foreword by Dr. Truman 
Abbe. 110 pp. Bruce Humphries, Boston, 1937. $1 

According to the author, who is the 
mother of three children, this book is 
written for the “new mother with her 
first baby.” 

Unfortunately, the author has strayed 
into the realm of treatment. Some of 
her suggestions are unwise in the light 
of our present knowledge; for example, 
nose drops of mineral oil for a cold in 
the head—a practice which has produced 
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lipoid pneumonia in infants—and a 
“pinch” of bicarbonate of soda for con- 
ditions such as a cold in the head, colic, 
gas, hiccoughs, and spitting up after 
nursing. 

In short, How to Care for the Baby 
follows the pattern of the more authori- 
tative books on baby care, but is based 
on limited personal experience and in- 
cludes some advice on treatment which 
is either unsound or of doubtful thera- 
peutic value. 


GrorGE M. WHEATLEY, M.D. 


Astoria, New York 


40,000,000 GUINEA PIG CHILDREN 
By Rachel Lynn Palmer and Isadore M. Alpher, 

M.D. 249pp. The Vanguard Press, New York, 

1937, $2. 

This book is an addition to the grow- 
ing library of “naming names’’ books 
which have achieved a great popularity, 
but whose influence unfortunately seems 
to be small if one may judge from their 
effect upon the practices which they con- 
demn. This book is an exposition of the 
thesis that modern advertising—espe- 
cially that which appeals to children 
through radio programs and advertising 
through comic supplements of the news- 
papers—is a menace to the health of 
children and seriously hampers parents 
in bringing their children up with due 
regard for wholesome diets and proper 
health habits. The authors condemn 
especially the advertising of such prod- 
ucts as cereals, candy, and soft drinks 
which leads to over-emphasis on carbo- 
hydrates in the diet of children, and the 
use of contests, prizes, “clubs,” badges, 
and souvenirs to premote the use of 
foods which are less useful in the diet 
than fruits, vegetables, and milk. They 
take issue also with exaggerations in the 
advertising of foods wholesome in them- 
selves, such as citrus fruits and even 
milk. They condemn the introduction 
into schools of objectionable booklets, 
charts, and other commercial materials 
in the name of health education. 
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In the main, this is a temperate book, 
though it would have been improved and 
strengthened if the authors had more 
often given the names of commercial 
firms whose advertising is not objection- 
able. While condemning “propaganda” 
productions for school use, they might 
have rendered a service by mentioning 
some of the accurate and useful material 
in this field, from commercial sources. 

This should be a useful book, though 
not as useful as it would have been if it 
had presented positive as well as nega- 
tive phases of the topic more fully. Also 
in a book so full of detailed information, 
and naming so many names, the absence 
of an index is a serious inconvenience. 


W. W. Bauer, M.D., Director 


Bureau of Health Education, 
American Medical Association, 
Chicago, Illinois 


COMMUNITY COOPERATION FOR SOCIAL 
WELFARE 


By National Probation Association, 50 West 50 
Street, New York. 76pp. Reprint from Yearbook, 
Coping with Crime, 1937. 50c. 

This is a symposium of five studies 
on the problem of social planning. 
Eduard C. Lindeman reviews in con- 
cise, clear language the present status of 
the community as it relates to the func- 
tioning of a democracy. He outlines six 
points essential for community organiza- 
tions if they are to function with suc- 
cess and permanence. The approach to 
community planning on the basis of so- 
cial surveys is clarified by a descrip- 
tion of the Chicago Area Project by 
Burgess, Lohman, and Shaw. The func- 
tions of the state as they relate to social 
planning are discussed, and the qualifi- 
cations desirable for codrdinating coun- 
cil executives are described in some de- 
tail. 

Roy F. STREET 
Battle Creek, Michigan 
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TEACHING PROCEDURES IN HEALTH 
EDUCATION 


By Howard L. Meister. 


Philadel- 


Conrad and Joseph F. 
160pp. W. B. Saunders Company, 
phia, 1938, $1.75. 

The authors have prepared this book 
especially for teachers in training and 
beginning teachers. 

It is their belief that health education 
has not been taught as effectively as it 
should be in the secondary schools. 
Teachers have not given the same atten- 
tion and preparation to health education 
lessons as they have to lessons in the 
more academic subjects. 

The book deals with the various 
methods, procedures, techniques, and 
devices that may be employed in teach- 
ing health education. The authors state, 
“Our feeling is that student-teachers 
will benefit through an acquaintance 
with many procedures, and thus will be 
better able to select the methods that 
are adapted to the pupils, the subject 
matter, and the realization of objec- 
tives.” 

Although this book was _ prepared 
primarily for teachers of health educa- 
tion it seems to be an excellent reference 
for nurses who are engaged in any type 
of public health work. 

S. S. Lirson 

New York, New York 


POSTERS ON CANCER CONTROL 


A series of nine educational posters, 
designed and produced by the Federal 
Art Project of New York City, has been 
developed by the United States Public 
Health Service in codperation with the 
American Society for the Control of 
Cancer for the use of organizations in- 
terested in cancer control. The posters 
are 22 by 28 inches in size and price 
quotations on quantity orders can be se- 
cured from the Federal Art Project, 235 
East 42 Street, New York, N. Y. 


| 
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® A Division of Public Health Nursing 
has been created in the Minnesota State 
Department of Health, with Olivia T. 
Peterson as director, according to an 
announcement made by Dr. A. J. Ches- 
ley, executive officer. Previously, public 
health nursing in Minnesota has been 


administered under the Division of 


Child Hygiene. 


® The annual health education meeting 
for school nurses of the New Jersey De- 
partment of Public Instruction will be 
held at the Hotel Traymore in Atlantic 
City on November 11 and 12. The aft- 
ernoon session on November 11 will be 
a joint meeting with the general session 
of the State Teachers’ Association on 
the subject of “Coérdination of Educa- 
tional Forces to Meet Human Needs.” 


® The Ohio State Nurses’ Association at 
its annual meeting, April 14, 1938, ap- 
proved with slight amendment the 
“Minimum Qualifications for Those 
Appointed to Positions in Public Health 
Nursing” and the “Minimum Qualifica- 
tions for Nurses Appointed to School 
Nursing Positions.” 


® The National Association of Colored 
Graduate Nurses held their annual 
meeting at Hampton Institute in Vir- 
ginia in August. Mrs. Estelle Massey 
Riddle was reélected president. At this 
meeting, the board voted to hold biennial 
meetings alternating with the biennial 
meetings of the other three national 
nursing organizations—the American 
Nurses’ Association, National League of 
Nursing Education, and National Or- 
ganization for Public Health Nursing. 


The board thought that this plan would 
permit nurses to attend all their nursing 
organization meetings in the future. It 
will also promote greater understanding 
among the various groups in regard to 
the common problems of American 
nurses. The board also authorized the 
organization of a national advisory coun- 
cil to be composed of lay and profes- 
sional persons. The purpose of this 
council is to render valuable advisory 
service to the National Association of 
Colored Graduate Nurses, on nursing 
and health problems of the Negro group. 


* A series of eye health institutes for 
public health nurses will be conducted 
in New Jersey in November and Decem- 
ber by Eleanor Mumford, associate for 
nursing, National Society for the Pre- 
vention of Blindness. Although planned 
especially to meet the problems of school 
nurses, the sessions are open to other 
public health nurses if registration per- 
mits. Local committees have been or- 
ganized to assume responsibility for 
registration. For further details consult 
Lula P. Dilworth, associate in health 
and safety education, New Jersey De- 
partment of Public Instruction, 1302 
Trenton Trust Building, Trenton, N. J. 


* The United States Army Nurse Corps 
and Navy Nurse Corps invite anyone 
interested to attenc the unveiling of a 
monument which will mark the Nurses 
Plot in the Army and Navy Nurse Corps 
Section in Arlington National Cemetery, 
Arlington, Virginia. The unveiling will 
take place on November 8 at 3 p.m. 
(See The American Journal of Nursing, 
June 1937, page 623, for a description 
of the statue.) 


678 


|| 


November 1938 


© CorrEcTION: The American Congress 
on Obstetrics and Gynecology, spon- 
sored by the American Committee on 
Maternal Welfare—of which the Na- 
tional Organization for Public Health 
Nursing is a member organization—will 
meet in Cleveland, Ohio, from Septem- 
ber 11 to 15, 1939. This meeting, 
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which is of interest to all groups con- 
cerned with the problems associated 
with human reproduction, was errone- 
ously announced in the October issue 
(page 618) as having already occurred. 
Further information regarding the plans 
for the Congress will be published from 
time to time. 


NURSE PLACEMENT SERVICE 


mf} reports that the neces- 

sary reorganization con- 

tingent upon the taking over of the 

nursing division of Joint Vocational 

Service on July 1, 1938, has been ac- 

complished and all is running smoothly. 

Current requests for assistance from 

nurses and employers are now met with 
promptness and dispatch. 

The files have been expanded to 
accommodate the sudden and large in- 
crease of new positions and registrants. 
The professional and clerical staff was 
enlarged on July 1 from nine to thirteen 
members for the entire service. Eliza- 
beth J. Mackenzie, R.N., whose ap- 
pointment to assist the executive direc- 
tor in the public health field was an- 
nounced in the August number of 
PusLic HEALTH NURSING (page 496), 
is finding the work most interesting and 
challenging. The office during the 
summer months—always the peak 
period of any year in nursing place- 
ment—resembled a small edition of a 
busy stock market. Since Chicago is so 
strategically a center for travelers, 
many callers came from near and dis- 
tant places to the office overlooking 
Lake Michigan at 8 South Michigan 
Avenue. These visits and the liberal 
use of air-mail, special delivery letters, 
and wires prove that distance in mileage 
constitutes no barrier between service 
and those in need of it. 

Despite the apathetic condition of 
business in the country as a_ whole, 
August was the best month that Nurse 


Placement Service has had since its 
organization in 1931. There was a 
substantial increase in the number of 
placements in public health nursing. 
These were distributed throughout the 
country and represented various levels 
of positions—executive, teaching, school 
nursing, and supervisory placements 
predominating. Beginning in Decem- 
ber, lists of nurses appointed to pultlic 
health nursing positions will be pub- 
lished in Pustic HEALTH NurRSING. 

For the benefit of those nurses whose 
records were in the inactive files of 
Joint Vocational Service and who have 
somehow missed the previous announce- 
ments, this is a reminder that their 
records remain in storage until they re- 
quest the National Organization for 
Public Health Nursing to transfer them 
to the Nurse Placement Service. The 
N.P.S., as the service authorized by 
the N.O.P.H.N. to do its placement 
work, gives custodial care to records, 
keeping them up to date as the nurse 
supplies information. Request for 
transfer should be addressed to the 
N.O.P.H.N., 50 West 50 Street, New 
York, N. Y. There are many interest- 
ing opportunities actively listed. Appli- 
cation blanks are sent out promptly on 
request. It is necessary for the nurse 
to fill out the N.P.S. application form if 
she wishes to be referred to positions, 
but references already collected through 
J.V.S. are not duplicated. 


ANNA L. TittMaAn, R.N. 
Executive Director 


Study Page for November 


Suggestions for Board Members, Executives, Staff Nurses, and Students 


The following questions are based on the published material in this number and 
offer suggestions for the use of the magazine: 


Board Members 

What is meant by a district committee? How is it organized? What are its pur- 
poses? What is a District Committee? Page 644. 

What help may the mother of a child with pneumonia expect from the public 
health nurse? The Rationale of Pneumonia Nursing Care. Page 623. 

Has the number of public health nurses in the United States increased or de- 
creased since last year? 1938 Census of Public Health Nurses. Page 632. 

How can rural communities discover and help the child who is hard of hearing? 
The Rural Child Who Is Hard of Hearing. Page 660. 


Executives and Supervisors 
How can local libraries be used as resources for staff education and community 
education? Parnassus On Wheels and Off. Page 628. 
How many public health nurses are there in the United States according to the 
1938 census? See question 3 under Board Members. 
How can district committees be used to build up an informed citizen group? See 
question 1 under Board Members. 


Staff Nurses 

What would you teach the mother or attendant regarding the nursing care of the 
pneumonia patient and what reasons would you give for your instructions? 
See question 2 under Board Members. 

What is the nurse’s responsibility for the patient who has recovered from tuber- 
culosis? After Recovery, What? Page 655. 

What are some of the advantages of a bedside nursing service in the program of 
the public health nurse? Satisfactions in Bedside Nursing, page 636, and She 
Nursed Me When I Was Sick, page 621. 

What are three kinds of local libraries which the nurse can use for community 
education or for personal study and recreation? See question 1 under Execu- 
tives and Supervisors. 

Why is the industrial nurse concerned with illness of nonindustrial origin? The 
Nurse and Industrial Hygiene. .Page 648. 

How can a college health service prepare future teachers for their part in the 
school health program? A Health Program in a Teachers’ College. Page 671. 

What would you include in a minimum layette? How Would You Answer These? 
Page 658. 

Student Nurses 

Why does bedside nursing care give the nurse her most valuable opportunity for 
health teaching? See question 3 under Staff Nurses. 

What is the most important principle in the nursing care of pneumonia? Why 
is it so important? See question 2 under Board Members. 

What can the nurse do for the orthopedic patient in the home? The Orthopedic 
Public Health Nurse. Page 641. 

How can the nurse explain in simple terms to an expectant:mother how she will 
know when she is in labor? See question 7 under Staff Nurses. 
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